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It’s the inner construction 
that makes the difference! 


“Controlled Comfort” for every 

hospital patient, is assured with 
Spring-Air Hospital Mattresses! Spring-Air spring 
construction automatically adjusts to the weight 
of the patient . . . conforms to, and supports, con- 
tours of the body—thereby aiding every patient, 
regardless of weight, in getting the best possible 
comfort and rest. 










= Prova through Use 
/W OVER 2000 HOSPITALS 
































Spring-Air Hospital Mattresses are fully flexible 
ee et ee construc- 
tion. Especially suited to use on 


hospital beds. 
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THOUSANDS OF SPRING-AIR MATTRESSES 
HAVE ALREADY GIVEN COMFORTABLE 
SERVICE FOR 10, 12, 15, EVEN 18 YEARS 


@ Hospital records prove the value of Spring- 
Air Hospital Mattresses, in “Controlled Com- 
fect” ...-2 


of handling... 


convenience and ease 


durability ... 


. and economy. 


The best evidence of Spring-Air quality, in 
every detail of design and construction ... and 
of the preference which leading hospitals have 
for Spring-Air Hospital Mattresses . . . is the 


satisfaction and enthusiasm of hospital users 
through the years. (Names of long-term users 








supplied on request.) 


SPRING-AIR COMPANY 
DEPT. 614 » HOLLAND, MICH. 


Every Spring-Air is made 
with the famous Karr inner- 
spring construction, using as 
many as nine different type 
coils, each performing its 
own part in “controlled com- 
fort”... assuring individual 
comfort regardless of the 
sleeper’s weight. 

























Examine Air closely ... leok af the design, 
- ticking, vents, grips, —— * Sit on it, feel it . 
tesf it in dny way you wish . . . you'll find Spring- Air 
tops inside and out! When ‘you select Spring-Air, 
you'll know you chose wisely. 

















¢ 


¢ 
of 4 
Eo” Lixs A LOOKING GLASS, the linens in these 
,0° importaat hospital departments reflect your laun- 
dry. ake a good look at the linens to see how 
adegfuate and efficient your present laundry really is. 





If linens are gray, poorly ironed ...if bath 

y’ towels and blankets are hard and matted... if 
¢ linen shortages handicap important departments— 
* they reflect an overworked laundry. Increased hos- 
pital occupancy is forcing the laundry to produce 
more clean linens than it can launder efficiently. 


A modernized laundry, using high-production. 
equipment and improved methods, will assure a 
plentiful supply of bright, finely laundered linens at 
all times. Labor-savings you obtain from modern 
machinery will make attractive reductions in operat- 
ing costs. Our Laundry Advisor is ready to give 
you qualified assistance in modernizing your laun- 
dry. WRITE TODAY. 


LINENS GE THE 


AMERICAN LAUNDRY 
MACHINERY CO. 


CINCINNATI 12, OHIO 











REMEMBER. . . Every Department of 
the Hospital Depends on the Laundry. 














Completely re-equipped washroom at W. A. Foote Memorial Hospital, Jackson, Mich. Fast-washing NORWOOD CASCADE Washers, left, 


with NOTRUX Extractor Containers in front of one washer. Hoist-loaded NOTRUX Extractor, right, saves much time and labor. 
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We'd find opportunities 
for spunky, eager, smarter 


dependables 


M. 





oer 
we'd find square pegs 
for square holes 


Are you needing, asking for a Diplomate 
of the American Board qualified to head his 
department a surgeon, pathologist, 
radiologist, a specialist in physical medicine 
or anesthesiology or in one of the other fields? 
Do you need a resident in surgery or for 
another of your services? Do you need a 
dentist, scientist, or an executive nurse? 


Do you, as trustee, need an administrator? 
Or do you, as administrator, need an assistant, 
a young man or woman who has had formal 
training in hosp:tal administration? 


Do you have vacancies, empty square 
holes crying for square pegs? Want the kind 
of men and women who'd come and work 
and think and fit in and give you peace cf 
mind? 


Will you write to us, to the MEDICAL 
BUREAU? Lean on us? You can! 


These are the good reasons: we’ve the com- 
plete histories complete information 
covering the wants and aims... . the written 
testimonials as to the character, integrity, per- 
sonality, and the ability of a great group of 
dependables in the hospital world. In most 
instances these interesting data have been 
assembled over the years. They are folks we 
know. 

If you’d tell us YOUR needs, and tell us, 
too, about your institution and staff, about 
your town, and about the opportunity you 
offer . . . . if you'd tell us the things you 
can give for the abilities you hope to get... . 

.... then we could introduce to you one, 
or, if you prefer, several of the finer hospital 
men and women having only the finer quali- 
fications, intent and abilities that you have 
specified. 

We'd help you find dependables. That's 
our business. Write if you need such ex- 
perience and skills . . 
such assignment. 


THE 
MEDICAL 
BUREAU 

Mm. BURNEICE LARSON, DIRECTOR 
32nd floor 
PALMOLIVE | 
BUILDING | 
919 N. Michigan | 

Chicago 11, HL. 


. or write if you need 











HEN I FINISH WRITING this I 

Ww will have written two-thirds 
of my reports to you. Time flies. 
Thus far I have kept my promise to 
avoid poetry, I believe. I’m not too 
sure about keep- 
ing this promise 
inmy final 
column. 

‘The American 
Medical Associa- 
tion will cele- 
brate its Centen- 
nial in June in 
Atlantic City. 
We will cele- 
brate our fiftieth anniversary in 
1948; but hospitals and doctors, 
naturally, have worked together 
over the centuries. Our sincere 
congratulations go to the doctors 
and their national association. Our 
partnership has resulted in vast im- 
provements in the health and well 
being of our people, and although 
there is surely much more to accom- 
plish, together we cannot fail. 





x *k * 


By the time you read this (if you 
do) I will have completed the con- 
vention rounds. I have had a won- 
derful time, even though some of 
the smart boys in my hospital have 
said at times on my return, “Oh, 
have you been away?” 


x *k * 


While riding on the goth Cen- 
tury Limited some time ago, I en- 
tered the diner and one of the ex- 
cellent waiters said, “Good eve- 
ning, Mr. Hayes.” I asked him how 
he knew my name. He said, “That’s 
our public relations instructions, 
sir.” Naturally I was greatly im- 
pressed but wondered if we—even 





in small hospitals—do one-tenth as 
good a job as that great railroad. 

And—speaking of public rela- 
tions—one of our nice student 
nurses said to a new father, “Now 
you will have to learn how to 
change the baby.” He replied, “Oh, 
no I won’t. We’re going to have 
diaper service.” 

Just an optimist. 


x *k * 


Lots of young girls in high school 
have now learned that they cannot 
enter colleges this fall. Nursing of- 
fers them an honorable career and 
an education at little or no cost. 
Are you getting them for your 
school? 

We are grateful for the splendid 
response of the hospitals with 
schools in connection with the re- 
cruitment expense of the American 
Hospital Association. Those hospi- 
tals without schools that need grad- 
uate nurses also are invited to help. 
We must fill our schools this year, if 
we are ever to make the supply ol 
nurses meet the demand. 


x *k * 


Sometime ago I commented on 
the fact that most legislators are 
lawyers, and wondered how they 
would feel if doctors attempted to 
pass laws governing whom the law- 
yers should accept as clients and 
how much their fees should be. 
This further thought occurs to me 
concerning doctors’ fees: Wouldn't 
it be something if doctors collected 
as lawyers often do in liability cases 
by getting 50 per cent of the judg- 
ment on a contingent basis? Or 
hospitals might collect along those 
lines. After all, the doctor and the 
hospital get the patient well; then 
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Curity Radiopaque Sponge (circled) placed over abdomen near McBurney's point. Note contrast even 
to bone shadow. Patient data: Normal, healthy male, aged 22; weight, 73 kg.; height, 173 cm. 


The new Curity Radiopaque Sponges and ABD 
Packs now can be clearly and definitely identi- 
fied with portable X-ray equipment—with or 
without a Bucky-Potter diaphragm. The barium 
insert remains as unmistakable as ever (see 
roentgenogram, above), but the improvement 
in this element extends the scope of use for 
Curity Radiopaque Sponges. Now, the same 
consistently good results are assured with either 
portable or fixed X-ray equipment. 


Thoroughly Tested 


Before release, the improved sponges and packs 
were tested under the most adverse conditions. 


Products of 


i (SAR se RACKS) | 


Division of The Kendall Company, Chicago 16 


nsdinece TO IMPROVE TECHNIC ...TO REDUCE COST 


a 


A leading roentgenologist selected the oldest 
portable equipment available in several hospi- 
tals—machines in use 6 to 10 years, all without 
a Bucky-Potter diaphragm. .Actual hospital 
patients (weight range 115-172 lbs.) were sub- 
jects. Sponges were placed at maximum dis- 
tances from the X-ray plate, in positions where 
penetration and detection would be most difficult. 


In every case and in every negative, the im- 
proved Curity Radiopaque Sponge element was 
readily and plainly seen. Try Curity Radiopaque 
Sponges and ABD Packs and see for yourself! 
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EASY TO USE 


EFFICIENT 
LOW IN PRICE 


You can buy Diack Controls 
direct from the manufacturer 
(or through your dealer). 
Price $3.60 per box of 100, 
postpaid. 


1847 North Main Street 
Royal Oak, Michigan 














they are asked to make reductions 
because the patient has so little left 
after suing. The result sometimes 
works out this way when a ward pa- 
tient is concerned: Judgment, $10,- 
000; $5,000 to patient and $5,000 
to his attorney; hospital, $100; doc- 
tor $0.00. Of course, the lawyer has 
expenses and sometimes he doesn’t 
win his case. 

Some of my best friends are law- 
yers. 


x *k * 


Plans for the annual convention 
at St. Louis in September are pro- 
ceeding, and it is certain that a 
most interesting program will re- 
sult. Some might want to plan their 
vacations so as to save travel ex- 
pense by arriving in St. Louis on 
September 22 in time for the 
meeting. 

I hope we have a good attend- 
ance of hospital trustees. 


xk k * 


Are you getting your share of 
help from volunteers these days? I 
am afraid that too many of us ac- 
cepted the loss of the volunteers’ 
interest at the end of the war as 
unavoidable and have done little 
since to bring about their return. 
Many people would like to work in 
hospitals if they can be shown that 
they are useful and kept busy. They 
get discouraged quickly if they 
have little to do. It would pay 
many hospitals to employ a full- 
time person to recruit and assign 
volunteers these days. We get a lot 
of help at nights from people who 
have wage earning jobs in the day- 
time. 

Folks with that spirit within 
them do not just wait for war in 
order to show it. 


xk k *& 


Sometime this month the New 
York City Blue Cross will enroll its 
three - millionth subscriber. The 
medical plan has grown to 500,000 
in a year. It won’t be long before 
more than one-half the population 
of the nation’s largest city will be 
covered. Other large cities have 
even a better coverage percentage- 
wise. 

I sometimes wonder why the 
large communities — where free 
municipal hospitals are available—- 
show up so much better than small 





towns and rural districts do. No 
doubt it is due in some measure 
to the fact that the cities have more 
large employers and that groups arc 
more actively solicited and morc 
easily obtained. This does not help 
the situation where we ought to do 
something—and for which hospitals 
and doctors are criticized—the rural 
population. Maybe someone will 
solve this soon, either by individual! 
enrollment or by offering small 
communities the service if a certain 
percentage of the population en- 
rolls. 
kk 


Some years ago hospital occu- 
pancy started to diminish in April. 
Nowadays it continues into July 
and longer. If you’re closing any 
sections this summer for renovation, 
you might look into the possibility 
of adding a bed here and there. 
Don’t ask me where you'll get the 
nurses. Building is too costly for 
many of us, and the likelihood of 
an early reduction in labor and ma- 
terial prices is remote. 
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The manager of a large hotel re- 
cently asked me how it was that 
he could make money at $4 a day 
for a room, and we asked more and 
lost money. He said he had 1,100 
employees for 1,000 rooms. 

I told him that a hospital would 
require 2,000 to 2,500 workers for 
that many patients, that when he 
occupied a hospital room he actual- 
ly occupied three to four times the 
area of a hotel room because of the 
great amount of space needed for 
service, and that we had no chance 
to make money on a bar or restau- 
rant or through renting the ground 
floor. 

Even hotel people fail to realize 
our problems. But I think he does 
now, although he didn’t reduce the 
price of my room. 


xk * k 


Many hospitals are still sending 
obstetrical patients home on_ the 
fourth to sixth day because of de- 
mands for service. 

But June is still the month of 
brides. 


rhurladarses 





HOSPITALS 











Nationwide power washer survey 
discloses important reasons behind choice 
of “Monel” laundry equipment 


Old-fashioned washing machines are out, de- 
clare experienced laundry superintendents. 


Today’s favorite is Monel*. 


This completely rustfree Nickel Alloy 
helps you— 


@ save power, water, steam and supplies 

@ step up washroom output 

@ eliminate rust damage 

@ reduce maintenance expense and labor cosi 





In proof, we've brought you recently the 
statements of laundry superintendents 
throughout the country. A few typical com- 
ments are repeated in this advertisement. 


Coast-to-coast leader 


In the hospitals of the six cities surveyed by 
a professional research company, Monel 
leads all other metals by a wide margin. 


What’s more, many of the Monel ma- 
chines in service today are over 25 years old. 
Yet they seldom need more than routine 
maintenance and repair. They go on...and 
on... resisting soaps, alkalies, fluoride sours 
and dilute bleaches. Their cylinders and 
washer ribs stay smooth and do not develop 
rough spots. 


For all laundry uses 


When you order new equipment, be sure to 

specify Monel for washers, extractors, starch 
} 

cookers, truck tubs, laundry chutes and work 

suttfaces. It’s equally dependable for all these 


USES, 
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* *Reg. U.S. Pat. Off, 


bas 


JUNE 1947, VOL. 2 












never had any trouble with them.” 












_ + “Monel is more economical in sup- 
plies and will carry a larger load.” — 
“Wood wears out faster. Have to 
replace the cylinders too often.” 
“Monel is strong . . . never rusts | 
... has good speed. 





It’s MONEL in Buffalo 


tT hese comments taken from original reports made to representatives 
of the independent research organization conducting a nationwide sur 
vey of power washing facilities in hospitals and commercial laundries. 


THE INTERNATIONAL NICKEL COMPANY, INC., 67 WALL STREET, NEW YORK 5, N.Y. 
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of Hollister 
Products... 


an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 
Birth Certificates 


Frames for 
Birth Certificates 


Perfected 
Footprint Outfits 
Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing 





We are mailing the file folder to 
all hospitals. If not received by your’ 
hospital, please write for it. 


Franklin C. Hollistér 


538 West Roscoe St. 


Nanpany 
CHICAGO 13 
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. . . on Changes in the 
Value of Peacetime 


Volunteer Service. 





The Question—What changes, if any, has a return to peace 
made in the value of volunteer services in the hospital? 


LIMITS ON THE AREA OF VOLUNTEERS 


DURING THE WAR YEARS many hos- 
pitals could not have furnished a 
satisfactory degree of care to pa- 
tients had it not been for the 
numerous volunteers who served in 
all departments. These volunteers, 
both male and female, worked not 
only as nurse aides but also as or- 
derlies, receptionists, dietary help- 
ers and elevator operators. Some 
lowering of standards of service was 
inevitable. 

With the return of peace, hospi- 
tals have attempted to restore and 
to improve on their previous stand- 
ards. In addition they have taken 
stock of the disadvantages, as well 
as the advantages, that accrue from 
the use of volunteer help. It has 
been our experience that a high 
level of operating efficiency cannot 
be maintained if large numbers of 
volunteers are used. The reasons for 
this are: 

1. Continuity of their services 
cannot be depended on. The pa- 
triotic urge to help hospitals keep 
going during a period of emergency 
has evaporated. 

2. Patients object to the presence 
of friends, neighbors or relatives 
who might come to know the na- 
ture of their illnesses or operations. 

3. The permanent paid staff of 
department heads and supervisors 
at the hospital have difficulty in 
directing and controlling the activ- 
ities of volunteers. 

An exception must be made of 
the Red Cross Gray Ladies. These 
selfless women receive a thorough 
course of instruction before assum- 
ing their duties. They are closely 
supervised by their own personnel. 
They are dropped from their or- 
ganization if they do not perform 
the duties expected of them. 

It is the unusual hospital that 
can set up an efficient supervisory 
system of this nature among its 
own volunteers. 

On the other hand, volunteer 
workers are of inestimable value in 
activities that do not bring them 





in contact with patients; that do 
not handicap essential services to 
the patient if they are absent; that 
can be supervised by members ol 
their own group, who in turn are 
responsible to the adminstration of 
the hospital rather than to depart- 
ment heads or supervisors. ; 

The best organization for this 
purpose is the women’s auxiliary. 
This body is usually sufficiently or- 
ganized for group types of activity 
that are satisfying to the partici- 
pant, do not entail drudgery, and 
will not disrupt the routine of pa- 
tient care if there are defections in 
the amount or quality of work. 

A women’s auxiliary can fur- 
nish volunteers to work in the hos- 
pital gift shop, the sewing room 
and the patients’ library. It can 
sponsor fund-raising projects for 
radium, x-ray equipment or china 
and silverware. It can volunteer oc- 
casionally for special problems on 
the request of the administrator. 
For example, a committee of the 
women’s auxiliary of this hospital 
is currently studying matters con- 
nected with visitors and visiting 
hours to see whether this difficult 
public relations problem can be 
handled better than it is at present. 

The duties that brought them in- 
to contact with patients directly, or 
called for faithful attendance, are 
now being performed by the paid 
worker who is taught proper job 
practices, is under continuous su- 
pervision, and is brought into the 
personnel system of the hospital.— 
David Littauer, M.D., director. 


Menorah Hospital, Kansas Cvty, 


Missouri. 


AIDES LEAVE WHEN 
HOSTILITIES END 


SINCE THEIR BEGINNING hospitals 
have used the services ef volunteer 
workers. We find that; volunteers 
served in the Temple of Salem 
centuries before Christ, and history 
teaches us that during the times of 
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Mass spread of diarrheal diseases 
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of the newborn, potentially trace- 
able to inefficient and outmoded 
procedures and facilities designed 
to insure the sterility of foods and 
supplies, can be effectively reduced 

.. often eliminated, with the new 


‘**American”’ developed 











Milk Forma i Laboratory Service 


PRESENTS A COMPLETE 
PROGRESSIVE ROUTINE 






MEETS ALL CAPACITY NEEDS 
Units of equipment which include special 
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Provides unprecedented efficiency, speed and 
safety. Used containers and supplies, when re- 
turned to the clean-up room, are conveniently 
washed, aseptically conditioned for prompt 
delivery to the sterile Formula Preparation 
Room where formulas may be prepared and 
stored for use as required. 
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hh DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS ak 


bottle washing units, sterilizer-disinfectors, 
precision water sterilizers, work counters, 
storage cabinets, bottle warmers, portable car- 
riages and allied units are designed to accom- 
modate capacity requirements of from 72 
bottles per day up to unlimited needs. 


CONSULT OUR PLANNING SERVICE... 


staffed by able technicians thoroughly quali- 
fied to assist you in planning an installation 
best suited to your available facilities...a 
gratis service. 


wRITE TobAY for complete details 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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war there is always a great influx of 
this type of worker in our institu- 
tions of healing. But immediately 
after the close of hostilities they de- 
part as rapidly as they came. 

While we were actually at war we 
were able to impress the emergency 
on the minds of those who were 
more concerned with making a con- 
tribution to their country than 
with receiving a paycheck. This is 
especially true of the nurse aides 
(Red Cross) who served the sick 
so nobly. Since the end of the war, 
a great percentage of those who 
worked as a patriotic service have 
left our hospitals. 

In talking with administrators I 
find that some feel this is due to 
more women being available as 
paid aides and that it is more prac- 
tical to set up a training program 
for this type of service. Others feel 
that our personnel situation, es- 
pecially nursing, is more acute at 
present than in the midst of the 
conflict. The latter group points 
out that there are hospital beds 
throughout the country closed be- 
cause of a shortage of nursing per- 
sonnel. 

It is hard to believe that those, 
who so willingly gave of their time 
and energy such a short time ago, 
have lost all desire to serve their 
fellow man. I am inclined to think 
that many of us have failed to im- 
press our volunteers with the criti- 
cal situation that we now face. It 
may be that we have fallen down 
on our job. 

As for the actual changes that 
have taken place, observation shows 
only a small percentage of volun- 
teer workers are still in our hospi- 
tals, and our institutions have been 
affected in two ways. Some are 
faced with the choice of closing 
beds or rendering inadequate nurs- 
ing service because of the shortage, 
while others have set up an in- 
service program for additional paid 
help to stabilize the situation.— 
Frank S. Groner, administrator, 
Baptist Memorial Hospital, .Mem- 
phis, Tenn. 


IMPROVED CARE WITH 
VOLUNTEER WORK 


IN HOSPITALS, during the war and 
since, professional work perform- 
ance shifted considerably with a 
general upgrading of skilled tech- 
niques. This movement called for 
a greater number of subsidiary and 
volunteer workers. 


Hospitals are here today because 
of community needs. They have al- 
ways received much in the way of 
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gilts, bequests and material from 
individuals and community groups. 
During the war the thousands of 
existing auxiliaries redoubled their 
efforts to secure funds for the pur- 
chase of equipment, linens and sup- 
port of free bed service for chil- 
dren and others. Many served as 
receptionists, librarians and in any 
needed capacity. This valuable 
contribution will continue as in 
the past and will become a major 
part of community public relations 
programs. 

Because of the war emergency 
when graduate nurses were needed 
in the Army, the Red Cross organ- 


ized its nurse aide program, de- ° 


signed to enable the hospital to 
release graduate nurses for the care 
of the veteran. These aides quickly 
learned to give skilled nursing care 
to the patient. The movement 
proved very successful and accom- 
plished its purpose. 

The Red Cross aide gave much 
and received more in knowledge, 
satisfaction and a first-hand ac- 
quaintance with many a hospital 
problem. This insight could never 
have been gained by standing on 
the outside looking in. We are 
grateful for their help. 

At the war’s end most of the Red 
Cross aides discontinued work in 
the hospital and returned to their 
full time employment, but I pre- 
dict that as these business women, 
teachers and others set up homes 
of their own and have the time to 
give, they will, because of this ex- 
perience, become more capable 
members of auxiliaries or the intel- 
ligent, interested board members 
of some hospital. : 

Volunteers from any and _ all 
groups represent creative interest 
in the future health and welfare of 
the community.—Myrtle McAhern, 
R.N., administrator, Blessing Hos- 
pital, Quincy, Ill. 


THE AIDES ARE A 
HOSPITAL ASSET 


WE HAVE HAD at the Baroness Er- 
langer Hospital three groups of 
volunteer aides: The Gray Ladies, 
The Women’s Hospital Auxiliary 
and the Red Cross Nurse Aides. 

The Gray Ladies voted most en- 
thusiastically and unanimously to 
continue in their work of serving 
the people in their community, and 
they have been a tremendous asset 
to the hospital in these times. They 
have organized new groups and 
trained them, and together with a 
large group of older members (in 
time of service to the hospital) are 


still in very active service. ‘They 
hold their regular classes and are 
well trained under adequate leader 
ship. 

They have definite rules and reg 
ulations and their functions in gen 
eral are as follows: They furnish 
the personnel for the information 
desk, they take the newly admitted 
patients from the admitting office 
to their assigned floor; they unfold 
and straighten our washed gauzc 
and make some types of dressings; 
they prepare the birth certificates 
and the lists as required. One ol 
their main functions is that of dis- 
tributing the mail. They delivei 
fruit juices from the storeroom to 
the floors and to the patients. And 
one of their finest contributions is 
that of receiving and distributing 
all flowers sent to the hospital. ‘They 
are very active, and without them 
our loss would be very great. 

The women of the auxiliary are 
rapidly returning to the picture. 
They have never stopped sending 
us four or five sewing ladies each 
week. They buy us certain needed 
equipment and now they have 
thrown themselves wholeheartedly 
into our nurse recruitment pro- 
gram. 

On special occasions they assist 
in the decoration of the hospital 
and provide for certain patients 
some article to make their lives, 
while in the hospital here, more 
worthwhile. We had, at one time, 
a group of Negro women called the 
“orchid ladies.” ‘There has been 
some attempt among this group to 
reorganize and do work for our 
Negro wards, but as yet they are in- 
operative. 

The nurse aides tried to maintain 
their group after the war. When it 
was evident that there was no con- 
certed interest they voted to dis- 
band. In view of the nursing short- 
age, the loss of this group has been 
felt keenly, and we have under con- 
sideration asking for formation of 
a new group to prepare themselves 
to help us care for our patients. 
They would be most valuable.— 
A. F. Branton, M.D., administrator, 
Baroness Erlanger Hospital, Chat- 
tanooga, Tenn. 
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Your surgical staff will appreciate 
THE BERMAN METAL LOCATOR 
because it eliminates doubt as 
to the exact location of metallic 


foreign bodies embedded in tissue 






THE Berman Metal Locator offers the surgeon definite advantages 


not only in its diagnostic role—in conjunction with the x-ray— 








but also at the operating table, where it serves to guide him directly 


to the foreign body 





There's no groping, no guessing, when this extremely sensitive 











instrument is employed, for it signals both visually (by electric 
meter) and audibly (via loud speaker) the approach of the probe 
toward the foreign body. Valuable time is saved, the operation 


is facilitated, and trauma is minimized. 


GENERAL (6) ELECTRIC _ [specially in eye cases, for the removal of intraocular foreign 
X-RAY CORPORATION bodies by the transcleral route; for locating and removing broken 


hypodermic needles embedded in tissue or intraspinally; in 
gynecological cases involving broken suturing needles; and in 
intrathoracic cases, the Berman Locator has proved an invaluable 
diagnostic and surgical aid. 

Send for complete descriptive literature, also abstracts of clinical 
reports which will help you to determine this instrument's potential 


value to your surgical staff. Address Dept. 2649, General Electric 







X-Ray Corporation, 175 West Jackson Boulevard, Chicago, Illinois. 
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S ere From Ffeadquarters 


A NEW SOURCE OF INFORMATION 


A new and little publicized de- 
partment at Association headquar- 
ters is one that supplies technical 
information on long range hospi- 
tal planning. 

The department is organized for 
three major purposes. These are: 
(1) to coordinate the efforts of vol- 
untary groups and official govern- 
mental agencies in hospital plan- 
ning, (2) to interpret hospital ob- 
jectives through a public planning 
and information*service, and (3) to 
conduct special studies of organiza- 
tional and administrative practices 
in hospitals. 

P.L. 725: The primary activity of 
the department at present centers 
about work with federal, state and 
local groups in connection with 
hospital survey and construction 
projects. In its dealings with fed- 
eral agencies the department serves 
as a liaison office between hospitals 
and the Division of Hospital Facil- 
ities of the U. S. Public Health 
Service. In this relationship, special 
emphasis is placed on interpreta- 
tion of the federal rules and regula- 
tions and explanations of the terms 
of the Hill-Burton Act as they ap- 
ply to individuals and groups of 
hospitals. 

In its work with state study 
groups, the department helps to 
organize their surveys and processes 
statistical data that are needed for 
the development of their plans. 

The department offers advisory 
or counseling service to states. Qual- 
ified staff members consult with 
state study groups on methods of 
organization and procedure. They 
provide information about experi- 
ences in other states, special survey 
techniques that can be employed 
and sources of literature pertinent 
to hospital planning. 

An important part of this educa- 
tional program is the training of 
staff members of state survey agen- 
cies. Representatives of most states 
have spent from two to five days 
each at headquarters, studying tech- 
nical phases of the work. Also mem- 
bers of the department’s staff have 
visited a number of state offices. 
Sources of help within their own 
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states, from agencies or qualified 
persons, are suggested to state di- 
rectors in many Cases. 

First step in the state surveys is 
the collection of detailed hospital 
operating and organizational data. 
These are obtained by the states on 
the “Hospital Schedule of Informa- 
tion.” Completed schedules are sent 
by the states to this Association de- 
partment, where they are edited for 
inconsistencies or error. The infor- 
mation is then coded, placed on 


punch cards, and tabulations ar 
prepared. 

The tabulating work is done b: 
the Public Health Service as pa 
of the cooperative effort betwee: 
the government agency and the d 
partment. All states have either fin 
ished surveys or are in the proces 
of completing them with the assist 
ance of the department. 

State groups, independent of th« 
hospital field, are benefited by th« 
department’s educational program 
designed to interpret the hospitals’ 
point of view. This program is to 
be further augmented by the publi- 
cation of material on hospital plan 
ning for general distribution. 

Community survey groups often 
receive assistance from the depart 
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A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


**Institute for Medical Record Librarians: Denver 

Eligible: Medical record librarians, other persons employed in medical record departments 
and administrators. Registrants must be members of the American Association of Medical Record 
Librarians, or personal members of the American Hospital Association, or be employed by hos- 
pitals having institutional membership in the Association. 


*Institute on Hospital Public Relations: Princeton, N. J. 

Eligible: Administrators, public relations directors or other personnel certified by the ad- 
ministrator as concerned with hospital public relations. Registrants must be either personal 
members of the American Hospital Association or employed by a hospital holding membership 
in the American Hospital Association or the New Jersey Hospital Association. 


**Institute on Organization and Operation of Hospital Food Service: 


wnt pro Administrators, assistant administrators and dietitians. Registrants must be either per- 
members of the American Hospital Association or employed by hospitals having institutional 
membership in the Association, or an instructor in Institution Management in a university or college. 


*Institute on the Theory and Practice of Cost Analysis in Hospitals: 


Eligible: Hospital administrators or hospital accountants certified to by the administrator. Reqis- 
trants must be either personal members of the American Hospital Association or employed by 
hospitals having institutional membership in the Association. 


***Institute on Hospital Planning: Chicago 

Eligible: Hospital officials who have had no previous experience with hospital construction 
projects. Registrants must be either personal members of the American Hospital Association 
or affiliated with a hospital holding membership in the American Hospital Association. 


*Institute on Hospital Personnel Management: Cleveland 


Eligible: Administrators, assistant administrators and personnel directors, or other individuals 
employed by the hospital and certified to by the administrator. Each registrant must be either a 
personal m2mber of the American Hospital Association or a staff member of an institution that 
is a member of the Association. Attendance will be limited to one person from a hospital unless 
the total applications are less than the maximum set for the institute. 


*Institute on Advanced Accounting: New Orleans 


Eligible: Hospital administrators or chief hospital accountants. Registrants must be either per- 
sonal members of the American Hospital Association or employed by hospitals having institutional 


*Institute on Basic Accounting and Business Office Procedures: 


Eligible: Hospital administrators or hospital accountants certified to by the administrator. Reg- 
istrants must be either personal members of the American Hospital Association or employed by 
hospitals that are institutional members of the American Hospital Association or the state 


One-Day Conferences on Hospital Food Service: 


June 10, Effingham; June II, Urbana; June 12, Chicago. 
Eligible: Hospital administrators and those responsible for food service in all hospitals in 


‘ 


June 9-13 


June 9-13 


June 23-27 


July 21-25 


August 18-22 


August 4-9 


August 25-29 


October 20-24 


Illinois 





For Information Address: 
*Council on Administrative Practice, American Hospital Association, 18 East Division Street, 


**Council on Professional Practice, American Hospital Association, 18 East Division Street, 


***Council on Hospital Planning and Plant Operation, American Hospital Association, 18 East 
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Suture Nurse: “Now I know why our surgeons prefer Ethicon .. Pa 


Ethicon Representative: “These tensilgrams tell the story.” 
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* * 
Tensilgrams are daily records of strength 
tests on each lot of sutures produced in 
Ethicon Laboratories. 


You get 30% greater strength in 
Ethicon’s New Bonded Catgut. That’s 
what current production records show 
as compared with our previous records, 
which were always in excess of U. S. P. 
Standards. 


* * 


The several ribbons of raw gut that 
are spun into a sturdy Ethicon strand 
are now bonded together more firmly than 
ever as a result of new processes in 
Ethicon Laboratories. 


Give your surgeons the benefit of 
this even more dependable Ethicon 
Catgut. Specify Ethicon on all your 
orders to your dealer. 
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ment in the form of advice on meth- 
ods, scope and content of hospital 
studies and sources for data. Com- 
munity surveys, however, are not 
processed by the department. 

Individuals interested in hospital 
planning also can make use of avail- 
able information collected by other 
hospitals and on deposit in the 
department. 

“Visitor service” is given to repre- 
sentatives of health agencies in for- 
eign countries who come to the 





department for information on the 
program of hospital planning in 
the United States and interpreta- 
tion of the American hospital sys- 
tem. 

This phase of the department’s 
work is supported by grants from 
the Kellogg Foundation and the 
National Foundation for Infantile 
Paralysis. Disbursement of both 
grants began last October. 


Directory: The annual American 
Hospital Directory is prepared by 














BENEATH THE 
DOCTOR’S GLOVES 


Huntington Latoraloves, Jnc. 


HUNTINGTON, INDIANA @© TORONTO 


ARE HANDS SURGICALLY CLEAN 












WHEN Germa-Medica dispensed 
from a Huntington Foot Pedal Dis- 
penser is provided for scrub-up, every- 
one is pleased. It is highly concentrated 
for economy in use, and as pure and 
carefully made as a pharmaceutical 
product. The rich lather flushes out dirt 
and secreted substances thoroughly, 
leaving the skin soft and lubricated. 
Dispensers are furnished free to quan- 
tity users of our surgical soaps. Write 
for more facts now. 





the department. Editorial material 
has been gathered; compilation and 
analysis of the statistics, and proc- 
essing and interpretation of statis- 
tics, to appear in the 1947 directory 
now is under way. 

Information in the directory also 
includes facts about Association 
councils, committees, the Board of 
Trustees and the House of Dele- 
gates. Individual listings of hospi- 
tals, alphabetical listing of personal 
members, information on allied or- 
ganizations in the health field and 
other facts are included as part ol 
the book. 


The information about individu- 
al hospitals is obtained from ques- 
tionnaires sent by the department 
to all Association member hospitals 
and non-members that are regis- 
tered by the American Medical 
Association. 


Special Studies: An important 
part of the department’s work is the 
gathering and analyzing of statis- 
tics and other information on spe- 
cial subjects. Usually these special 
studies are requested by Association 
councils or departments, and when 
completed become a service activity 
of the department for other divi- 
sions of the Association. Recent 
special study surveys have covered 
such topics as personnel recruit- 
ment, salaries paid, closed beds, 
serological examinations and hospi- 
tal rates. 


Information File: Creation of a 
hospital information file is a con- 
tinuous project of the department. 
The file will bring together in one 
place comprehensive information 
and special analysis of data perti- 
nent to the organization and opera- 
tion of hospitals. Some material in 
the file is available at present. 
When the file is completed it will 
be the first centralized source of 
information on hospital planning 
in the country. 

Through its projects the depart- 
ment emphasizes new techniques 
and the results of research. The 
staff works cooperatively with other 
agencies interested in the program 
of expansion of hospital facilities 
and the extension of better hospital 
care. 

The department is headed by 
Maurice J. Norby, assistant director 
of the Association, and Ronald B. 
Almack, research assistant. 
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STAFF RELATIONS 


HE GRANDSTAND QUARTERBACK 
per the man on the sidelines 
see many details of the game that 
the players are too busy to observe. 
This point is well expressed by an 
adage often heard by the older 
generation, “They better see who 
stand outside than they who in 
procession ride.”’ An outsider, look- 
ing in on staff problems and contro- 
versies, may get a clearer view of 
the whole picture than can those 
whose interests are more intimately 
involved. My job of visiting hospi- 
tals for the American College of 
Surgeons gives a perfect opportuni- 
ty for observing such difficulties and 
what is being done about them. 
Here are case reports of some diffi- 
culties encountered recently. 





Poorly Screened 
Doctors 








Hospital A had a serious time 
caring for its patients when most of 
its doctors left or were taken for 
duty with the armed forces. In des- 
peration they admitted to the staff 
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several physicians who ordinarily 
would not have been considered 
suitable. Some were regarded as 
being below standard in profession- 
al ability, others in conduct and 
ethics. With their aid, however, the 
crisis was survived. Some of them 
turned out better than was ex- 
pected, others not so well. 


Now those who went into service 
have returned and resumed their 
staff positions. Their association 
with some of the country’s ablest 
and best trained men—under whom 
they worked while in the armed 
forces—has filled them with the de- 
sire for higher standards of pro- 
fessional work and better service to 
the sick that is now seething 
throughout the medical and hospi- 
tal world. 

“And so we have two men on the 
staff for every hospital bed,” the 
administrator told me. “Everybody 
is dissatisfied. The older group that 
stayed home cannot get as many pa- 








tients in the hospital as they used to 
do. Those who went away demand 
a purge of the staff and higher re- 
quirements for admission.” 

Fortunately, the by-laws con- 
tained the wise provision that staff 
appointments were for one year 
only. The board of trustees was in 
sympathy with the move to elevate 
the standards, otherwise a course 
of indoctrination would have been 
necessary, and this is always a 
matter of extreme delicacy. The 
credentials committee of the staff 
made confidential recommendations 
to the trustees. They, in turn, failed 
to reappoint a considerable num- 
ber of the staff. Some of those who 
were dropped had failed to attend 
staff meetings; others had neglected 
their records; a few had been re- 
miss in conduct or low in _profes- 
sional ability. 

After the membership cards were 
distributed at the January staff 
meeting, those who had _ been 
dropped were no longer able to 
get patients admitted to the hos- 
pital. There was a flurry of threats 
to take legal action against the 
staff, but the attorney for the hos- 
pital pointed out that the proce- 
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dure was fully outlined in the staff 
by-laws, and the application form 
that all had signed contained the 
agreement to abide by those laws. 

That application form has since 
been modified by adding the hedge 
clause, “If accepted, I understand 
and agree that the appointment is 
for one year only, and that it may 
be terminated at any time by the 
board of trustees without any 
reason for such action being given.” 
The Navy used to have a legend, 
“In every successful outfit there is 
a tough guy somewhere near the 
top’—and that is equally true of 
hospitals. Happy is the institution 
that has two men of that type: One 
to head the staff credentials com- 
mittee and one as chairman of the 
staff records committee. 

Such purges have been going on 
in staffs everywhere, and there is 
considerable interest in what be- 
comes of the doctors who have been 
dropped. Many have taken their 
patients to hospitals with lower 
standards, as the only places avail- 
able. But, having worked in better 
institutions, they were dissatisfied 
and agitated constantly for im- 
provement of the professional at- 
mosphere and working conditions. 
As a result, many of these hospitals 
now are asking to be examined for 
approval and are striving to 
achieve it. 





They Balk at 
Keeping Records 











Hospital B has trouble with its 
records. One of the ablest and most 
popular doctors on its staff has not 
completed a record for five months. 
When asked to appear at a special 
staff meeting to discuss the matter, 
he put down his golf bag long 
enough to say, “I am too busy sav- 
ing lives to waste time in paper 
work. If you don’t like it, let’s take 


it to the newspapers and let the , 


people of this community decide 
which is more important.” 

Several of the other doctors are 
accustomed to come in once a 
month or so and dictate at a single 
sitting (largely from memory) all 
the data about all their patients 
who have been discharged since the 
last session. This results in a rub- 
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ber-stamp type of record that is of 
no legal or scientific value. The 
presenting symptom always exactly 
fits the final diagnosis, while family 
and past medical history are “un- 
essential.” The physical examina- 
tion is negative except for the re- 
gion of the lesion. Pelvic measure- 
ments are always ‘“‘adequate,” even 
though a cesarean operation may 
have been necessary for contracted 
pelvis. Operative technique ,and 
findings are always identical for 
similar operations, and all patients 
are discharged as “improved.” 

Since there is grave danger that 
the hospital may lose its certificate 
of approval, the administrator and 
several of the staff members are be- 
coming worried. The simplest thing 
to do is to blame it all on the rec- 
ord librarian and to tell her that 
she must get after the doctors and 
make them complete their records. 
I happened to come in and find her 
in tears after an overworked and 
irascible doctor had told her where 
to go and what to do with the rec- 
ords. 

The basic trouble is that doctors 
are so human. They hate to write 
records and they resent being re- 
minded of their duty by a subor- 
dinate. Many of those who have re- 
turned from military service have 
learned the importance of good 
records and take pride in turning 
out admirable ones. The doctors 
themselves have set the standards 
for good records, and they should 
accept the responsibility of making 
each member of the staff keep his 
records up to the standard. 

The lines of responsibility are 
definite. It is the obligation of the 
staff to set the standards, to prepare 
the records in accordance with 
those standards, and to place the 
completed records in the hands of 
the record librarian. It is the res- 
ponsibility of the record librarian 
to assemble and codify the records 
and keep them safe and accessible. 
It is an injustice to make the sub- 
ordinate accept the ill will and re- 
sentment that are aroused when 
doctors are prodded. That duty 
should be assumed by the staff 
records committee, and that group 
should be headed by someone who 
will enforce the regulations. 

Many hospital staffs are going 
over their membership lists care- 
fully and those who do not keep 


satisfactory records are being dro} 
ped or relegated to groups wit) 
limited privileges. Several hospita!s 
enforce a rule that any docto: 
whose records are more than 48 
hours in arrears cannot have pa- 
tients admitted until all his records 
are clear. This has proved to be a 
powerful lever in getting action. It 
is the common belief that anything 
a busy doctor remembers about an 
individual patient after 48 hours 
is hardly worth recording. 





The Dispute Over 


Specialization 





Hospital C is torn by dissension 
over the problem of specialization. 
Formerly, most of the staff were 
general practitioners and each phy- 
sician worked in any department 
of the hospital without limitations. 
The city mushroomed during the 
war, and when that episode ended, 
many well-trained, certified men 
and fellows of the colleges moved 
in. Staff members who were in the 
armed services returned with a new 
appreciation of the prestige that 
goes with fellowship in the Ameri- 
can College of Surgeons or of Phy- 
sicians, or the certificate of a spe- 
cialty board. They feel strongly 
that there should be limitations for 
each doctor who works in the hos- 
pital. The general practitioners do 
not even pretend to like it, and 
they burn with resentment. 

“What are you young squirts 
trying to do to us?” they demand. 
“We built up the hospital and 
established it as a project that the 
community was proud to support. 
Now you want to say that we can’t 
take out tonsils and appendixes, 
treat fractures, and deliver babies 
in our own hospital. Why, we 
trained most of you young upstarts 
and now you want to throw us out 
of our own hospital.” 

The young men are somewhat 
bewildered at this unprogressive 
attitude of the oldsters, and have 
too little appreciation of the debt 
that is owed to those who foune..d 
and developed the institution. I 
marks a transition from one era to 
another. ‘There is no quick or eas) 
solution, for only time can cure 
this situation. 
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The action of the American 
Medical Association in establishing 
«a section for the general practition- 
cr is a long step forward and many 
local medical societies are follow- 
ing it. Probably one of the first acts 
of the officers of that section will be 
to define precisely the limits of the 
general practitioner’s field of prac- 
tice. That will go far toward reduc- 
ing this friction with the specialists. 

Whether we like it or not, the 
younger generation of medical men 
is stampeding toward universal 
specialization. Only time — or per- 
haps the unwelcome depression that 
everybody talks about — will show 
how many specialists the country 
needs and what will happen to the 
excess number. In the meantime, 
there is widespread expression of 
the fear that too much specializa- 
tion and the increased cost of med- 
ical care are driving the average 
citizen into the hands of non-med- 
ical practitioners. 





Many Residents 
But Few Interns | 





Hospital D wants to start a pro- 
gram of graduate training for resi- 
dents but their interns say, “When 
the first resident walks in the door, 
we will all walk out.’’ There are 
many such examples of the anoma- 
lous condition of the moment: Too 
few interns to fill the need and sev- 
eral times too many seeking posi- 
tions as residents. 

In many hospitals interns are 
taking advantage of the situation 
in ways that emphasize their im- 
maturity and lack of serious inter- 
est in their professional work. In 
one hospital the superintendent 
told me that seven interns signed 
agreements to serve and not one ap- 
peared. From many sources come 
reports that four out of five interns 
are lazy, intemperate and insubor- 
dinate. On the other hand, the resi- 
dents are generally described as 
serious, hard working men. Most of 
them have been in the armed serv- 
ices where they learned something 
of discipline and self control. They 
know what they need and are deter- 
mined to get it. 

One difficulty is that medical 
staffs and administrators frequently 
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lose sight of the fundamental dis- 
tinctions between the internship 
and the residency. It seems to be 
worth while to restate them here: 

INTERNSHIP is a continuation of 
the medical school course and is 
designed to fit the individual for 
general practice. It also provides 
the foundation knowledge for a 
residency, if the intern desires to fit 
himself for a specialty. His atten- 
tion should be centered more on 
the patient as an individual than 
on the disease process. Care should 
be taken not to allow the intern to 
assume responsibilities that are 
beyond his training and capabil- 
ities. 

The course should include gen- 
eral medicine, pediatrics, obstetrics, 
surgical diagnosis, minor surgery 
and first aid. Instruction should not 
be given in major surgical proce- 
dures or in any of the techniques 
of the specialist. 

RESIDENCY is designed to train 
the doctor as a specialist and to 
teach him how to continue the 
development of his knowledge and 
ability. Selection for this training 
should be based on a broad educa- 
tional background and a_ well- 
rounded internship, where ability 
and eagerness to acquire medical 
knowledge have been clearly dem- 
qnstrated. An important part of his 
duties should be to supervise the 
interns and aid in their develop- 
ment. Major surgical procedures 
and the techniques of the specialist 
should be reserved for the resident. 

In Hospital D the interns are do- 
ing the work of the resident and 
neglecting the training that should 
prepare them to understand the pa- 
tients as they will see them in 
private practice. The interns are in- 
tent on learning the most intricate 
surgical procedures, but are by- 
passing the tiresome fundamentals 
that should be the foundation of 
their training. 

Their conduct shows them to be 
extremely short sighted, for in later 
years when they desire positions as 
residents or on hospital staffs, they 
can hardly avoid mentioning their 
service in this hospital. When in- 
quiry is made, the files and records 
of the educational committee will 
reflect clearly their attitude and 
the quality of their service. 

More and more hospitals are 
realizing the value of such records. 


They should be detailed, perma- 
nent and filed either in the central 
record room or with the committee 
files. ‘The records will show quickly 
whether the training of each one is 
well-rounded, or whether instruc- 
tion in some department is falling 
below standard. They will present 
a clear picture of the ability and 
character of each individual when 
special rewards or advancement are 
being considered. 

Knowledge that such records are 
being kept will be added incentive 
for interns and residents to earn 
approbation by attention to duty. 
The number of hospitals offering 
bonuses at the completion of the 
program appears to be increasing; 
they report that interns and resi- 
dents are more likely to stay for the 
complete term and to do better 
work when this added incentive is 
offered. 





That Old Evil 


of Politics 











Hospital E, a county institution, 
fell to a very low level. The super- 
intendent was a political appointee 
with no suitable training for the 
job. He worked on the “divide and 
rule” policy, setting the board of 
supervisors and the professional 
staff against each other, and build- 
ing up discord among the doctors. 
His work of disorganization was so 
successful that most of the doctors 
ceased their voluntary visits to the 
hospital, and it became known as 
the place where the indigent sick 
went to die. Approval of the insti- 
tution was withdrawn; this came as 
such a shock to the doctors that the 
county medical society appointed a 
committee to study the situation. 

A proposal was submitted to the 
supervisors along this line: (1) a 
superintendent was to be appointed 
who would be acceptable to the 
society; (2) the supervisors were to 
keep their political hands off the 
hospital, and .(3) the medical soci- 
ety would ‘guarantee to provide 
first-class professional care for all 
patients in the hospital. 

This arrangement has been in ef- 
fect for two years and appears to be 
working perfectly. The hospital has 
been rehabilitated both physically 
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and professionally. A retired doctor 
is the new superintendent and he 
has established the best of relations 
between the staff and the trustees. 
The medical society chooses a com- 
plete new staff every six months, so 
that the burden of voluntary serv- 
ice will not be too great on any in- 
dividual. Patients are well cared 
for and satisfied. The trustees ex- 
press themselves as delighted with 
the improvement and proud of the 
hospital, while graciously accepting 
full credit for the changes that were 
made. 





Making Room for 
Younger Men 








Hospital F has had the same 
chief of staff for more than 20 years. 
It is a high-grade institution in a 
large and prosperous city. The lead- 
ing doctors of the community used 
to strive for places on its staff but 
in recent years have not seemed so 
eager. The chief of staff is an admir- 
able man in every way, holding the 
respect of his colleagues and the 
leading men of the city. He was 
one of the foremost surgeons of the 
area but now, nearing 70 years of 
age, he seldom operates. He has 
always regarded the hospital as his 
personal property, visiting it daily 
and dictating many details of its 
administration. 

Many look on the hospital as lop- 
sided, with over-emphasis on sur- 
gery and neglect of other depart- 
ments. The chief is intensely loyal 
to the younger surgeons whom he 
has trained, and is completely blind 
to the faults of his boys. In the staff 
there is a division—the chief and 
his surgeons against the others— 
which is detrimental in many ways. 
Several times it has come close to 
open rupture with doctors in other 
departments threatening to resign. 
There seemed to be little chance 
for a solution from within the staff. 

Not long ago a bright young 
graduate from a school of hospital 
administration was employed, and 
he soon estimated the situation. 
Fortunately, his aggressiveness is 
tempered with diplomatic ability. 
He first established himself as a 
neutral liaison between the two 
staff factions, then earned the con- 
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fidence of each group and helped 
each side to understand the view- 
point of the other. With a repre- 
sentative of each faction he visited 
two of the most influential trustees, 
explained the situation and its dan- 
gers, and suggested a three-point 
course of action to be taken by the 
trustees and staff. 

First, on the next birthday of the 
chief, there would be a large party 
for him to celebrate his long asso- 
ciation with the hospital, his ben- 
eficent influence in it and the com- 
munity. The implication gradually 
would be built up that he had ex- 
pressed the intention to retire. 
Second, a new position—an emer- 
itus type—would be created for him, 
but he would be allied more closely 
to the trustee group than to the 
hospital staff. Third, the by-laws 
would be modified so that a new 
chief of staff would be selected each 
year and would be chosen from the 
various departments in rotation. 

It seems to be working. The chief 
already speaks freely of his retire- 
ment and believes it was his own 
idea. The breach in the staff is 
almost healed, and the administra- 
tor is regarded as a wise and friend- 
ly counselor by both staff and trus- 
tees. 


effort to make them pleasant. Wc 
impress it on our patients that own 
nurses are the best in the commu 
nity, and the nurses work hard to 
prove that we are right.” A ten 
volume work on employer-employe« 
relations couldn’t cover the subject 
any better. It illustrates the fact 
that workers of this type place a 
much higher value on pleasant liv. 
ing and working conditions than 
they do on higher pay or shorte: 
working hours. 








Waiting List of 
Nurse Applicants 











Hospital G has all the nurses it 
needs and a list of applicants, while 
others in the same neighborhood 
complain bitterly of the shortage. 
It reminds me again how closely 
man-made _ catastrophes _ parallel 
those that nature produces. In dis- 
aster relief work after earthquakes 
and hurricanes, I have been im- 
pressed by seeing, in the midst of 
complete and widespread destruc- 
tion, a building or two standing 
intact with hardly a window 
broken. In the present shortage of 
nurses and medical record librari- 
ans, one finds here and there a hos- 
pital serenely full, with all. the 
workers it needs. When asked how 
they did it, the chief nurse and 
superintendent told the same story. 

“Each employee is a_ personal 
friend. Living and working condi- 
tions are studied carefully in the 


This Reply Cost 
a Friendship 








Hospital H is looking for a new 
administrator, and there is ardent 
discussion about the type of person 
who would best fit the require- 
ments. The chief of staff is bitterly 
insistent that it shall be a doctor. 
When he asked me to endorse his 
point of view, my reply cost me his 
friendship. I said that of the four 
most wretched hospitals I had seen, 
three had doctors at their heads. 
Of the seven best hospitals, only one 
was run by a doctor. The heads of 
the others had diverse backgrounds 
of training: One had been a nurse, 
one a minister, one a banker, one 
an Army sergeant, one an editor, 
one a hotel manager and the other 
was a member of a religious order. 

The vital point is that the abil- 
ity, character and personality of the 
individual are the essential ingre- 
dients of success in hospital admin- 
istration, just as they are in other 
fields of human endeavor. Such 
qualities are as likely to be found 
in one walk of life as in another 
and the search for the proper per- 
son should not be restricted to any 
one social or professional level. 

“Critics,” said Samuel Johnson, 
“are but brushers of other men’s 
clothes.” It is not surprising that 
through the ages men have railed 
at critics, because commenting on 
the work and_ shortcomings of 
others is likely to give the looker- 
on an offensive feeling of superior- 
ity. In my case, however, any ten- 
dency to such complacency is fai 
outweighed by my admiration of 
the courage and_ resourcefulness 
with which today’s hospital prob- 
lems are being faced. 


HOSPITALS 








Chicago Daily News photo 


NURSING COSTUMES through the years were modeled at a pageant presented recently by 
the First District Illinois State Nurses’ Association to illustrate the opportunities in nursing. 


Recruits? 


THE PASSWORD 
IS ENTERPRISE! 


NCREASED PUBLIC INTEREST in nurs- 
I ing education and in nursing as 
a profession —a main objective of 
the 1947 Student Nurse Recruit- 
ment program — seems assured as 
the campaign enters its third 
month. Cooperation of national 
and local groups outside of the 
hospital and nursing fields has 
widened the scope of the program 
and brought broader community 
support for the recruitment of 
student nurses. 


Among groups that have endorsed 
the program or offered assistance to 
it are the National Tuberculosis 
Association, General Federation of 
Women’s Clubs, National Federa- 
tion of Business and Professional 
Women’s Clubs, Inc., National So- 
ciety for Crippled Children, Loyal 
Order of Moose, National Associa- 
tion of Retail Druggists, the Girl 
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Scouts and the American Red Cross. 

These national groups and many 
local organizations are doing a 
great deal to help recruitment pro- 
grams. Women’s groups have 
assisted at open house sessions for 
prospective students in the hospital 
or school of nursing, arranging teas, 
and conducting visitors through the 
hospital or school. 


Student and graduate nurses in 
the hospital and school of nursing 
are one of the most important 
groups in promoting recruitment of 
student nurses. By speaking at meet- 
ings of prospective recruits in high 
schools and junior colleges, mem- 
bers of alumnae associations have 
informed-many young women about 
the opportunities in nursing. 

Social, civic and business groups 
have sponsored advertisements on 
nursing or have obtained sponsors 


for these ads. Mats of ads for use 
in local newspapers, prepared by 
J. Walter Thompson Co. for the 
campaign, may be obtained through 
the Advertising Council, Inc., 11 
W. 42nd Street, New York City. 

In Utica, N. Y., the Woman’s 
Auxiliary of the Medical Society 
made up mailing lists of all high 
school senior and junior girls to re- 
ceive literature on nursing. The 
Women of the Moose have made 
raising of scholarship funds for 
student nurses a long-term project. 
In Topeka, Kans., and in Great 
Falls, Mont., the Soroptimist Clubs 
have taken over the student nurse 
recruitment programs and are con- 
ducting them successfully. 

Publication’ of a brochure or 
booklet on nursing for distribution 
among prospective students has 
been underwritten by some of these 
“outside” groups as well as by hos- 
pitals or schools of nursing. In St. 
Louis, the Blue Cross Service pub- 
lished a folder entitled “Where Are 
the Nurses?” and the Hospital Serv- 
ice Association of Pittsburgh (Blue 
Cross) contributed “Talk It Over,” 
a folder containing a teen-age dis- 
cussion of nursing, to the campaign 
conducted by the Hospital Council 
of Western Pennsylvania. In Mis- 
souri, where Blue Cross is conduct- 
ing the nurse recruitment program, 
the Missouri Farm Bureau is co- 
operating fully. 

The Great Falls Soroptimist Club 
and other social and service groups 
maintain information desks down- 
town to answer questions on nurs- 
ing. Other projects undertaken by 
community organizations include 
arranging meetings at which mem- 
bers of the local recruitment com- 
mittee speak on nursing needs and 
opportunities. 

Nursing organizations are con- 
ducting recruitment programs in 
Iowa and Montana, and in Roches- 
ter, N. Y., among other places. The 
Montana State Nurses’ Association 
maintains a speakers’ bureau that 
supplies speakers for meetings all 
over the state, sends letters to pros- 
pective student nurses, writes radio 
announcements and news stories, 
and prepares material for a folder 
on nursing published by the Board 
of Public Instruction. The Iowa 
State League for Nursing Educa- 
tion has produced a special motion 
picture, “For You to Decide,” to be 
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shown before high school groups. 

Local student nurse recruitment 
committees and individual schools 
of nursing have arranged a variety 
of programs to encourage young 
women to find out more about 
nursing. Skits on nursing, talks, 
moving pictures, “fashion shows” 
of nursing costumes, and panel dis- 
cussions have been held for high 
school girls. 

Summarize Programs 

Unusual and effective parts of 
some of these programs are sum- 
marized here: 

St. Anthony’s Hospital School of 
Nursing, Louisville, has prepared a 
three-part skit which is enacted by 
student nurses for high school 
assemblies. The skit shows events 
in the life of a student nurse 
through her three years of training. 

Members of the faculty and board 
of trustees of Mary Lanning Memo- 
rial Hospital School of Nursing, 
Hastings, Neb., have traveled 3,500 
miles to visit 107 schools in their 
speaking program to recruit student 
nurses. 

Invitations to applicants to come 
to the school for an overnight visit, 
if possible, are sent out by St. 
Mary’s Hospital School of Nursing 
in Wausau, Wis. 

Letters to ministers and church 
auxiliaries, calling attention to the 
need for student nurses and asking 
for cooperation, are part of the 
campaign of Deaconess Hospital, 
Spokane, Wash. 

A member of the nursing: staff 
of Middletown (Ohio) Hospital 
Association, appointed as recruit- 
ment director, visits high schools 
within 100 miles of the school of 
nursing. She shows a film, “R.N., 
Serving All Mankind;” exhibits 8 x 
10 mounted photographs of the 
school and hospital, and shows an 
18-inch doll dressed in the uniform 
of the student nurse. 

Guidance counselors from 20 
nearby hospitals were invited to 
attend a meeting at Muhlenberg 
Hospital School of Nursing in 
Plainfield, N. J. The school also 
sponsored a “Nursing as a Career” 
essay contest, and, with the coopera- 
tion of the advertising staff of the 
local newspaper obtained 34 ads 
(with 43 sponsors) within five 
weeks. 

Hamline University School of 
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Nursing, St. Paul, Minn., sends 
short articles on each student nurse 
to her hometown paper when she is 
sent out on an affiliation or is 
graduated. ‘These articles, which 
contain mention of the need for 
student nurses, have brought re- 
sponses that receive personal an- 
swers. 

California Hospital, Los Ange- 
les, and New York Hospital-Cornell 
University School of Nursing col- 
laborated on the trip of Miss Anne 
Williamson, 79-year-old nurse, from 
Los Angeles to New York to publi- 
cize the need for student nurses, 
and to take part in the seventy-fifth 
anniversity celebration of the New 
York school. 

Miss Williamson’s trip included 
a stopover in Chicago, where she 
was met by E. E. Salisbury of the 
Chicago Hospital Council. Her ar- 
rival there was delayed for five and 
one-half hours, partly because of 
Miss Williamson’s request that the 
plane make an emergency landing 
in Arizona so that a sick baby could 
be taken to a hospital. The doctor 
who met the plane with an ambu- 
lance said the baby probably would 
have died, if the emergency landing 
had not been made. 


Distribute Brochures 


Distribution of brochures, leaf- 
lets, catalogues and other literature 
on nursing is part of the recruit- 
ment program of many nursing 
schools. Information desks, staffed 
by graduate nurses, in a high school, 
department store or other central 
location, haye been helpful in 
arousing interest in nursing among 
high school students and graduates. 

articipation of graduate and 
student nurses in recruitment pro- 
grams has proved of great value. 
Student nurses frequently take part 
in programs prepared for high 
school students, and act as guides 
for applicants and other visitors 
touring the hospital or school of 
nursing. 

Student nurses also have partici- 
pated in some radio programs on 
nursing, sponsored by local recruit- 
ment groups or interested com- 
munity agencies. In most towns, 
local radio stations have donated 
time for nurse recruitment pro- 
grams as a public service. Brief 
“spot” announcements for these 
stations have been prepared by the 


Advertising Council and sent to 
schools of nursing; fact sheets on 
nurse recruitment have been sen 
directly to all radio stations. 

Newspaper feature stories 01) 
nursing and on the life of the 
student nurse have been run in 
many towns and cities. Editors are 
being asked to cooperate by writin 
editorials on the need for student 
nurses and the advantages and op- 
portunities of the proféssion. Sug- 
gested news stories and feature 
stories have been sent to nursing 
schools in the regular recruitment 
Newsletters. 

Other material sent to schools of 
nursing by the national committec 
includes suggestions for programs, 
sample brochures and booklets, a 
New Yorker advertisement cartoon 
on nursing, and reprints of an 
article that appeared in Agenda, a 
women’s club magazine. 


Radio Announcements 


Radio spot announcements on 
nursing and the opportunities ol- 
fered student and graduate nurses 
have been carried by dozens of na- 
tionally known programs on nation- 
wide networks. Programs that have 
carried these announcements — or 
are planning to do so — include 
Fibber McGee and Molly, Your 
Hit Parade, H. V. Kaltenborn, 
Baby Snooks, CBS News, Breakfast 
in Hollywood, the Vaughn Monroe 
Show, People Are Funny, Gene 
Autry and many others. These an- 
nouncements were prepared by the 
Advertising Council, which — ar- 
ranged for their presentation with 
the cooperation of national adver- 
tisers. 

Supplementing the newspaper, 
radio and other activities on behalf 
of nurse recruitment will be a 
nationwide display of car cards, 
posters and billboards on nursing 
during the month of July. The Ad- 
vertising Council has arranged for 
production and distribution of 70,- 
ooo car cards for display in busses 
and trolleys, 45,000 posters to be 
shown in store windows and theater 
lobbies, and 2,000 billboard posters 
that will be used throughout the 
country. 

Additional posters for use in high 
schools, banks, post offices and nurs- 
ing exhibits will be made available 
to schools of nursing by the Adver 
tising Council. 
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HE LARGE GENERAL hospital has 
-, principal functions: First, 
to provide the best possible medical 
care for the sick patient and second, 
to train young physicians so that 
its staff may be replenished con- 
stantly with attending men of the 
highest caliber. This teaching func- 
tion is not easily or always well 
carried out by the hospital not asso- 
ciated with a university. 

Grace Hospital is appointing an 
educational and research director 
whose responsibility will be the 
constant improvement of all phases 
of hospital teaching. A review of 
the hospital organization as it ex- 
ists at present makes clear the im- 
portance of such a step. 

First, the director is an admin- 
istrator concerned with building 
problems; food problems, mainte- 
nance, and with nursing and staff 
administration. 

SECOND, the assistant director is 
the understudy of the director, who 
perfects himself in administrative 
duties only. 


COORDINATED TEACHING 


KENNETH B. BABCOCK, M.D. 


DIRECTOR, GRACE HOSPITAL, DETROIT 


Tuirp, the lay administrators and 
administrative interns are all assist- 
ants in this same department, and 
to none can the responsibility of 
education be entrusted. 

FourtuH, the chiefs of staff and 
chiefs of the various departments 
are highly trained specialists, often 
excellent preceptors, but men busy 
with practice and other duties. 

This situation leaves without di- 
rection the teaching of our 35 resi- 
dents, 36 interns and several fel- 
lows. It also neglects the teaching 
necessary for maintaining the high- 
est efficiency of the several hundred 
staff members. For these reasons, 
this step has been taken. 

The executive staff committee 
and the administration decided that 
the educational and research di- 
rector should have graduated at 
least five years ago from a recog- 
nized medical school. He should 





have spent this time in teaching 
or research. 

If such a man could not be 
found, then the acceptable candi- 
date should have graduated ten 
years or longer ago, have excellent 
clinical experience, enjoy teaching, 
be willing to give up his private 
practice and devote himself exclu- 
sively to such work. He must have 
the respect of the entire staff; he 
must be worthy of the job and the 
job worthy of him. The hospital, 
in turn, must outline the job possi- 
bilities well enough and pay a sal- 
ary sufficient to obtain such a man. 


‘ Duties of the Director 


1. One of the most important 
tasks for the educational director 
is as director and coordinator of 
the resident educational program. 
He acts as coordinator with the af- 
filiated university as to the proper 
program and course outlined for 
each resident physician; he serves 
as a liaison officer between the resi- 
dent and hospital professional staff, 
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GRACE HOSPITAL'S newly created position of education and research director is a logical addition to the administrative organization. 
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and as administrator concerning all 
residents’ duties. 

The educational director also 
handles assignment and program- 
ming of each resident, maintaining 
a confidential file showing the resi- 
dent’s program, assignments, grades, 
markings and work reports. As a 
liaison officer between the resident 
and assigned preceptor, the educa- 
tional director aids both in the 
knowledge of their duties and re- 
quirements. Another duty is as re- 
viewing officer on resident publica- 
tions, such as weekly conference 
papers, staff meeting papers, hos- 
pital bulletins and residents’ theses. 

2. The director and coordinator 
of the intern education program 
assigns and programs each intern, 
advises interns on future plans, acts 
as director of the clinical teaching 
program for interns, and serves as 
coordinator with the medical staff 
on intern teaching. 

3. The director and coordinator 
of the attending staff's educational 
program directs clinical teaching— 












ATTENDING STAFF 
Director and coordinator of 
the attending staff program. 
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JTIES OF THE EDUCAT 
RESEARCH DIRECTOR 


including postgraduate and refresh- 
er courses and staff clinical pro- 
grams—for the professional staff, 
and acts as editor of staff profes- 
sional publications. 

He serves as coordinator with the 
director of the outpatient depart- 
ment on the house staff and in staff 
clinical work and teaching in the 
outpatient department. He should 
also be a coordinator with the di- 
rector of nursing regarding best 
possible medical staff clinical teach- 
ing of student nurses. 

4. While it is impossible in this 
division of the educational direc- 
tor’s work to outline specifically the 
duties of the director of hospital 
clinical research, he should attend 
national and state research and 
clinical society meetings. ‘Through 
contacts with these members, op- 
portunities for possible clinical re- 
search should present themselves. 
Our hospital is within 50 miles of 
two good medical schools and with- 
in 200 miles of four large drug 
firms. Through contact with their 
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research clinical departments, these 
schools and firms know that her 
at a large hospital is a man and 


group interested in clinical re 
search. This knowledge should bx 
beneficial to all parties. 

The possibilities are unlimited 
It might be said that the staff and 
administration have gone on record 
as favoring clinical research only. 
It is felt that a large hospital, noi 
directly connected with a teaching 
institution, should confine itself to 
clinical research. We do not have 
a large research endowment, the 
teaching staff, or the physical 
plant for basic sciences and anima! 
research. The latter should be con- 
sidered a graduate function. Ours 
is to be postgraduate clinical re- 
search and teaching. 

5. The educational director 
should be chairman of the staff pro- 
fessional audit committee, or at 
least an important member. Much 
has been written concerning profes- 
sional auditing of staff members at 
various hospitals, and all have ac- 
knowledged its value, but few have 
done much toward accomplishing 
it. No one would be better fitted 
than the educational director to be 
chairman or an important membe1 
of this group. 

An educational director must be 
paid an adequate salary. Rather 
than place the entire salary burden 
on the administrative payroll, the 
board has agreed to take half from 
the administration and half from 
the research fund. 

The director may act as consult- 
ant only at the request of the phys- 
ician on the case and the regula) 
medical consultant. There will be 
no charge for this service. In this 
manner, the educational director 
will not interfere with the privi- 
leges of regular consultants, or will 
his use as a consultant be abused 


CONCLUSION 

This hospital is appointing an 
educational and research director 
to help in the education of its phys- 
icians and at the same time to im- 
prove the care of its patients. We 
hope it will prove worth while. 

The best investment that a hos 
pital can make is good training foi 
young physicians; the best service 
that can. be rendered a community 
is improving the caliber of its fu 
ture physicians. 
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HERE 





HE PROVISION OF health services 

jointly through governmental 
and private organizations is a 
unique arrangement. Voluntary 
hospitals in their working relation- 
ships with governments have dem- 
onstrated the values of private in- 
itiative in the solution of a public 
problem. The extension of this 
voluntary effort to the planning 
phases of the future organization of 
hospital service is urgently needed 
now, as the Hill-Burton program 
takes shape. 

Assistance is required of hospital 
administrators. It must be provided 
through both individual and collec- 
tive efforts. It must be available and 
extend through all phases of the 
planning and action programs. 

Individual Effort: Individual hos- 
pital administrators must assume 
large responsibility for the exten- 
sion of hospital care if voluntary 
hospitals are to continue to occupy 
an important position in the na- 
tion’s health program. Leadership 
of hospitals can be strengthened 
through the organization and work 
of local hospital planning groups, 
composed of representative com- 
munity leaders. Intimate study of 
local conditions under the guid- 
ance of a hospital administrator 
stimulates broad public interest in 
the problem and creates support for 
its solution. A number of state hos- 
pital study groups have prepared 
work materials which local commit- 
tees can use in obtaining factual 
data having a bearing on the prob- 
lem. 

The Mississippi Commission on 
Hospital Care has developed a for- 
mal program in this regard. When 
a community expresses interest in 
its hospital needs, the staff of that 
state study group suggests that a 
local survey committee be organ- 
ized. It provides work materials for 
the committee and advises the 
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IS HOW 





Administrators Can Help 
Develop Good State Plans 


MAURICE J. NORBY 


ASSISTANT DIRECTOR, AMERICAN 
HOSPITAL ASSOCIATION 
CHICAGO 


group on procedures for obtaining 
desirable information. 

After the data are accumulated 
by the survey committee, staff mem- 
bers of the state agency offer to con- 
fer with the committee for study 
and analysis of local needs. After 
needs are determined, the local 
committee acts as the rallying point 
about which community support 
for expanded hospital service is 
centered. Initiative and responsi- 
bility for the conduct of these local 
community studies should be as- 
sumed by hospital administrators. 

Several directors of state hospital 
surveys issue periodic bulletins on 
the current status of their hospital 
studies. In Wisconsin a number of 
hospital administrators have used 
this information to apprise the pub- 
lic of developments and to define 
the broad implications of good hos- 
pital services. 

Local hospital administrators can 
serve effectively as outlets for the 
educational material that the state 
study group prepares—thus help- 
ing to obtain acceptance of the ob- 
jectives of the state hospital plan. 

Staffing the state study office is 
particularly difficult because of the 
need for personnel with full under- 
standing of hospital problems. Ad- 
ministrators of hospitals can be 





This is the second of 
two articles by Mr. Norby 
on participation in state 
hospital planning activi- 
ties. The first appeared in 
the May issue.—The Edi- 
tors. 











helpful in the recruitment of a staff 
that is intimately acquainted with 
the special problems hospitals face. 

In a number of states—Arkansas, 
Florida, Georgia, Maryland, Mich- 
igan, North Carolina, South Caro- 
lina, Tennessee, Texas, and Vir- 
ginia to name some—hospital ad- 
ministrators have been employed in 
important administrative positions 
on state study staffs. In many other 
states, hospital administrators have 
assisted in the location of desirable 
people or have loaned hospital em- 
ployees for temporary employment 
in the state office. It seems impor- 
tant to extend this assistance. 


Hospital Councils: Local planning 
to fit the pattern established in the 
over-all statewide plan can be as- 
sisted through joint effort among 
hospital administrators in a com- 
munity. Those urban centers with 
local hospital councils have a po- 
tentially potent force for helping 
to establish the plan, to place it in 
operation, and to conduct an educa- 
tional program for both the public 
served and the professional groups 
employed in the provision of good 
hospital care. 

The Hospital Council of Greater 
New York was designated by the 
Joint Hospital Board of the Post- 
war Public Works Planning Com- 
mission of New York State to serve 
as the clearing agency for the sur- 
vey and planning of hospital facili- 
ties in the city of New York. The 
council developed the Master Plan . 
for Hospitals and Related: Facilities 
for New York City, which will be 
incorporated’ into the statewide 
plan. In this way, those who were 
most familiar with local conditions 
participated directly in the state 
hospital planning program. Other 
hospital councils make their services 
available in a similar manner. 


District Organization: Some state 
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hospital associations have organized 
affiliated district associations. It 
would be desirable for all states to 
delineate natural trade areas and to 
organize a district hospital associa- 
tion within each as a basis for re- 
gional hospital planning. Special 
committees of these district associa- 
tions should work directly with the 
staff of the state planning agency. 

This arrangement has been for- 
malized within six hospital districts 
in Pennsylvania. The district com- 
mittees review the state plan as it 
is related to their regions. They 
help to define hospital trade areas. 
They suggest locations for various 
types of hospitals. They will assist 
with the establishment of priorities 
of construction. They will work to- 
ward the adoption of an integrated 
system. Also, these groups serve as 
sounding boards for the interpreta- 
tion of objectives and the promo- 
tion of the program. 


Strength of Plan 

The integration of services among 
individual institutions is the key- 
stone upon which the strength of 
the hospital plan will rest. Inter- 
pretation of the purposes of coor- 
dinated effort and the advantages 
of a systematic method for the dis- 
tribution of health services requires 
full understanding and acceptance 
by the administrative authorities of 
individual institutions. Promotion 
and adoption of state hospital plans 
can be greatly assisted through the 
efforts of district hospital commit- 
cees, 

State Hospital Associations: ‘The 


annual meeting of the state hospital 
association provides opportunity for 
wide distribution of information 
about the purposes and objectives 
of the state hospital study and plan- 
ning program. The desires and pol- 
icles of the association should be 
expressed through resolutions as a 
guide to the efforts of its individual 
members. 

The association should appoint a 
liaison committee to work with the 
survey staff and the advisory coun- 
cil of the official state study group. 
Such a committee in Pennsylvania 
is composed of the chairmen of the 
district hospital associations. Spe- 
cial committees have been appoint- 
ed in several states. Such commit- 
tees interpret hospital policies, are 
available for counsel, conduct stud- 
ies and make recommendations con- 
cerning special phases of the survey. 

They could analyze the rules and 
regulations and the standards of 
construction established by the Fed- 
eral Hospital Council for the ad- 
ministration of Public Law 725, the 
Hill-Burton Act. Because these have 
direct bearing on individual proj- 
ects and are a concern to each ap- 
plicant for hospital construction 
funds, it would be desirable that 
hospital committees review them 
critically with a view toward formu- 
lating recommendations for inter- 
pretation, revision and local ap- 
plication. 

Special enabling legislation is re- 
quired before some states can par- 
ticipate in the program. Also, there 
is need for hospital licensure laws 


governing at least the operation ol 
those institutions which are con- 
structed with federal funds. Some 
group fully familiar with hospital! 
problems in each state should re- 
view proposed legislation and its 
applicability to the local situation. 


Need for Regulations 


Also, irrespective of the type ol 
licensure legislation passed, whethe1 
it is restricted to certain types of 
hospitals or comprehensive to cove) 
all institutions, there is need for 
the preparation of comprehensive 
rules and regulations for adminis- 
tration of the licensure program. 
Because of the far-reaching char- 
acter of hospital licensure, it is im- 
portant that hospital administrators 
participate actively in the develop- 
ment of these regulations. Many olf 
these projects could be assigned to 
a special hospital survey committee 
of the state hospital association. 

Congress has officially recognized 
the public character of voluntary 
hospitals. No other public service 
agencies, which operate independ- 
ently of direct governmental con- 
trol and which are autonomous in 
character, receive federal funds for 
support of the services they render. 
Public Law 725, emphasizes the 
public nature of voluntary hospi- 
tals through authorization of public 
funds for their construction. This 
position must be guarded jealously. 
It can be strengthened through co- 
operative, constructive support of a 
planned program for extending fa- 
cilities and integrating services. 
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SCHEMATIC drawing illustrates the ways for hospital administrators to develop a unified program for extension of facilities. 
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EFORE THE WAR American hos- 
B pitals and their design were a 
major influence in Swedish hospi- 
tal planning, despite the difference 
in customs and traditions of the 
two countries. Perhaps this was 
only natural, since basic principles 
in planning for the care of the sick 
must be just as international as 
the science of medicine. 

For a number of years, however, 
we have been isolated from Ameri- 
can hospital development. In the 
meantime trends of design in the 
two countries have gone along in- 
dependently. 

For this reason, when we see 
American hospitals for the first 
time in years, we see them from a 
fresh viewpoint. Some of our ideas 
may interest American people. We 
do not want to be critical of things 
because they are unusual and dif- 
ferent from those to which we are 
accustomed, and we realize that our 
comparisons and inferences are su- 
perficial and not necessarily correct. 

American hospital exteriors give 
the impression that their interiors 
have been cramped and distorted 
to fit a preconceived architectural 
form. Functional design, which 
characterizes our newer buildings, 
had not yet been acknowledged by 
American architects when the pres- 
ent buildings were erected. Yet 
functional design was clearly advo- 
cated, by the late Dr. S. S. Gold- 
water in his basic principles of flex- 
ible design. 

The science of medicine is in con- 
stant development. ‘To keep pace 
the hospital must have new floors, 
new additions, and permit interior 
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rearrangement. The old architec- 
tural concepts, restricted in form 
by ancient styles and heavily orna- 
mented with costly stonework, of- 
fered no opportunity for such ex- 
pansion. 

I am convinced that the clean, 
matter-of-fact lines of the function- 
al mode of design are best suited to 
house the modern hygienic insti- 
tution that is today’s hospital. It 
seems so much more sensible to 
spend the money for the care of the 
sick that formerly went into elabor- 
ate stone ornamentation that the 
patient could not even see from his 
bed. 

In this connection, I believe the 
skyscraper hospital, as it has de- 
veloped in some instances, is open 
to challenge. Obviously, in some 
American cities local conditions 
necessitate multi-story buildings. 
3ut my observation is that this 
type has been used in cases where 
plenty of ground has been avail- 
able to permit the building to be 
spread out. 

We recognize that vertical trans- 
portation is fast and convenient; 
but it also has limitations. When 
traffic is heavy it takes many expen- 
sive elevators with many operators. 
This raises the question of balance 
between the efficiency of walking a 
bit horizontally or waiting for an 
elevator. 

The skyscraper hospital in the 
form of a cross provides an inflexi- 
bility that must be most disturbing 


to the designer. The extremely 
fixed limits of each floor area tend 
to force all of the different depart- 
ments to the same contour or frame. 
They all have to be planned with 
identical depth of rooms; identical 
distances between windows; and to 
some extent, because of elevator lo- 
cations, into identical floor areas 
not commensurate with their re- 
spective requirements. 

This cruciform hospital presents 
a greater problem in the dead space 
that occurs at its center and the 
number of rooms that must be built 
without windows. There have been 
skilled plans following this style 
in which these difficulties seemed 
to be more or less overcome. But 
even these are not entirely convinc-, 
ing. 

The trend in the design of Swed- 
ish hospitals, and in Swiss as well, 
has been quite different. The new 
hospital following this pattern con- 
sists of two connected units. One is 
almost entirely a bed building, the 
other a treatment building. The 
latter provides space for most diag- 
nostic, treatment and outpatient ac- 
tivities. Services, such as kitchen, 
laundry and power plant, are often 
placed in an auxiliary building of 
their own. 

The advantage of this arrange- 
ment is that it is readily susceptible 
to the enlargement of any depart- 
ment in accordance with medical 
development. Contrast with this 
flexibility the cross-shaped_ build- 
ing, in which the enlargement of 
the x-ray facilities or the addition 
of a new laboratory must involve a 
major alteration program and be 
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THE SWEDISH hospitals, with connected treatment and bed buildings, allow for expansion 
of either building as needed. All wards face south for maximum benefits from sunshine. 


performed at the expense of space 
formerly used for other purposes. 

The design we have been using 
assures the provision of ample 
natural light for every room. I be- 
lieve this is essential in a building 
dedicated to health and in which 
a high standard of hygiene should 
be maintained as an example. 
I cannot help but feel that the 
many windowless rooms entirely 
dependent upon artificial lighting, 
which must be a part of the cross- 
shaped hospital, are not a natural 
and hygienic solution. 

Nevertheless, if the multi-story 
building pays too little attention 
to hygienic considerations, and a 
little too much attention to the 
transportation problem, the latter 
does have its advantages. The ele- 
vators for passengers and the dumb- 
waiters for tray service and supply, 
all leading directly from the correct 
spot at source of supply to the right 
room in the ward unit, must simpli- 
fy operating problems. Certainly 
the installation of pneumatic tubes, 
piping and wiring is simplified. I 
have no doubt also that our re- 
spective problems in personnel may 
influence these trends of hospital 
development. 

Speaking of skyscraper hospitals, 
an important question is: What is 
the optimum number of beds for a 
hospital? There are some reasons 
for big hospitals; there are other 
reasons for small ones. 

In large hospitals there is a big 
trafic problem to handle, often 
long distances to travel between 
different departments with waste of 
time, difficulties in administration 
and supervision, and a lack of per- 
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sonal contact everywhere that 
makes the patient more a number 
than a living person. 

A small hospital does not have 
these difficulties and can much 
more easily be made a home instead 
of an institution. It never can af- 
ford to have big laboratories or the 
expensive and voluminous equip- 
ment necessary for many kinds of 
finer diagnosis and treatment. It 
cannot have easy and close coop- 
eration with highly competent 
specialists of different kinds. Thus, 
the small hospital is, in a way, a 
very limited weapon in the fight 
against sickness. 

Most American experts take the 
personal contact view and mention 
500 beds as a desired upper limit. 
Only a few do not see a reason 
why a hospital if well organized 
should not be much larger. 

I think the 500-bed hospital is 
ideal from many points of view. 
There may be economical and 
medical reasons, however, that will 
eventually force us to adopt the 
1,000-bed unit, let us say, as a more 
common type than it is now. 

The chief economic reasons are: 
First, that such a hospital, within 
certain limits, seems to need fewer 
trained nurses, engineers and per- 
sonnel of almost every type than 
two 500-bed hospitals, while trained 
personnel seems harder and harder 
to find; second, that it might be 
cheaper to run a 1,000-bed hospital 
with one laundry, power plant, 
kitchen and so on, than if the beds 
were spread out in smaller hospi- 
tals. 

The medical advantages. are the 
ease of collecting around the pa- 


tients all the specialites of med 
cine—thus creating medical cente: , 
with complete and unified facilitic , 
for diagnosis and treatment. 

I think I have found an increa: 
ing number of hospitals with 500 
up to perhaps 800 or 1,000 beds, 
which in many quarters seems to 
be regarded as a suitable limit. Ii 
Sweden several hospitals are large: 
than 1,000 beds — a developmen: 
that has its disadvantages. 

The entrance to an American 
hospital makes a very agreeable first 
impression on the foreign visitor. 
Cheerful lobbies, courteous infor- 
mation service, and an atmosphere 
that indicates efficient organiza- 
tion blend to create this. 

In the patient areas not much of 
the general layout calls for extend- 
ed comment. The only item of im- 
portance to which any exception 
might be taken is the location ol 
the different work rooms, often at 
a substantial distance from many 
patient rooms. 

In planning Swedish hospital 
ward units, an accurate basis for de- 
sign has been arrived at through 
the work of time-study engineers. 
With a stop watch and notebook, 
the time-and-work surveyor follows 
each person who has duties in a 
ward unit. Our nurses’ stations, 
utility rooms, treatment rooms and 
serving kitchens are then carefully 
plotted in the right location to save 
the greatest number of steps and 
minutes. 

In American hospitals, however, 
for apparently valid reasons, the 
nurses’ station is frequently located 
at the entrance end of the ward. 


Window Shades 


Another thing immediately ob- 
served is the position of window 
shades which are pulled half way 
down. This happens on the sunny 
side, as well as where there is no 
sunshine to shut out, and it makes 
rooms less pleasant and unneces- 
sarily dark. 

In most cases the window con- 
struction does not allow. them to 
open entirely. Furthermore — the 
windows are of single instead of 
double glass even in the northern 
states where winters are compara- 
tively cold. In the Swedish hospi- 
tals we endeavor to provide all! 
possible light, sunshine and air. 

It also was surprising to see heat- 
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ing systems constructed with heavy 
cast iron radiators. ‘These were 
abandoned in Sweden 25 years ago 
and never used either for hospitals 
or apartments. We have felt that 
they provided uncomfortable heat, 
were difficult to regulate, and tend- 
ed to overheat a room. 

As contrasted with these items 
we criticize, a number of the me- 
chanical provisions in the hospitals 
were found to be most agreeable 
and tend to provide a high degree 
of comfort. For instance, American 
provision of artificial light is very 
ample, and the fluorescent lighting 
now being used so extensively gives 
adequate, pleasant illumination. 

The doctors’ call system is a very 
practical and effective arrangement, 
although the constant announce- 
ments of the loud speakers are 
rather disturbing to a visitor. In 
spite of this objection, they seem 
to be more favored than the optical 
system. A variation planned by one 
hospital would place the loud 
speaker at the nurses’ station, 
which would lessen the disturbance 
but add to the nurses’ duties. 

One thing a Swedish nurse would 
miss very much is a balcony for 
bedcloths, mattresses and the like 
in every ward where these items 
can be vacuum cleaned and aired— 
a very important thing, for in- 
stance, in wards with bedwetters. 

From a technical point of view, 
the x-ray departments visited — it 
must be mentioned that only a 
few were seen — seemed very effec- 
tive and well equipped as far as a 
layman can judge. An excellent 
feature is the location of fluroscopic 
laboratories in many areas fre- 
quently used in general routine ex- 
aminations, as well as in x-ray de- 
partments. But the space for wait- 
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THE CENTRAL sanatorium for tuberculosis patients at Uppsala is 
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THE cruciform hospitals used in the United 
States force fixed limits on the floor area. 


ing patients and for beds in the x- 
ray departments was comparatively 
small, thus making them look 
crowded. ‘Time was too short to in- 
vestigate whether this was a handi- 
cap in effective operation. 

The protection against the x-rays 
in many places consisted only of a 
screen in the laboratory. In Sweden 
a special room with lead-insulated 
doors has to be provided, in order 
to conform to the regulations of the 
authorities. 

The laboratories take a great 
deal of room in American hospitals. 
For both routine and_ research 
work, far more space is used than 
Swedish doctors ever dreamed of. 

One aspect of the American hos- 
pital system that was radically dif- 
ferent from the Swedish is the at- 
titude toward payment for care. In 
our country it is assumed quite 
naturally that everyone who needs 
hospital care shall have it. It was 
a little startling, therefore, to en- 
counter a system in which the first 
question a patient is asked is how 









an example of the modern Swedish architectural design for hospitals. 





much he can afford to pay, rather 
than what his illness is. 

It is easy to state that the food 
served in American hospitals is 
much more varied and consists of 
many more dishes, especially salads 
and fruits, than in Sweden. More 
thought and care is devoted to food 
than we are accustomed to give. 

For a new 825-bed hospital the 
kitchen departments measured 
more than three times the space 
regarded as necessary in Sweden. A 
1,000-bed hospital used more than 
three times as many people in 
charge of food service. 

As a general impression it may 
be stated that Swedish kitchen plan- 
ning aims at greater concentration. 
Certain aspects of Swedish kitchen 
equipment seems superior to 
American, especially steam boilers 
and broilers. Undoubtedly much 
money could be saved by better 
kitchen planning in America. 

The most general observation in 
contrasting the hospitals of our two 
countries is that, despite universal 
complaints of personnel shortage 
in America, there are many more 
doctors, nurses and employees in 
the hospitals than we are accus- 
tomed to seeing in Sweden. 

The cost of hospital care per pa- 
tient day is much higher in the 
United States. For the year 1944 the 
average cost per patient day in 
Swedish general hospitals was $3.99. 
These costs include those for the 
Caroline University Hospital which 
had a $4.08 per patient day cost. 
I merely state these figures, realiz- 
ing that the cost per patient day 
is not a true measure of hospital 
efficiency, and that even the cost 
per individual patient as influenced 
by the average stay, cannot ac- 
curately measure efficiency. 
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W HEN A WORKMAN Is injured in 
the course of his employment 
his employer is usually responsible 
for medical and hospital bills. But 
there is wide variation throughout 
the states as to how much the hos- 
pital will be paid for the services 
it renders. 

An increasing number of states 
permit the medical liability to be 
as extensive as the medical need. 
Some states limit the amount of lia- 
bility for the hospital and medical 
bill, or limit the time within which 
hospital and medical services may 
be given at the employer’s expense. 












In some jurisdictions the author- 
ities who administer the law feel an 
obligation to limit the per diem 
rate that may be paid to the hospi- 
tal, frequently without regard to 

Prepared by Mr. Whitehall at the direc- 
tion of the Workmen’s Compensation Com- 


mittee of the American Hospital Associa- 
tion. 
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SHARP CONTRASTS in extent of employer's liability in the states reflects the varied legislative outlook on workmen's compensation. 


WORKMEN'S COMPENSATION 


ALBERT V. WHITEHALL 
DIRECTOR, WASHINGTON 
SERVICE BUREAU 
the actual cost of hospital care. 
Hospitals have long suffered under 
such inequities. 

The reason for such limitations 
is historic. Workmen’s compensa- 
tion laws are among the earliest of 
social and industrial reforms. Un- 
der the old common law an injured 
workman had .to sue his employer 
for damages. 

The Workmen’s Compensation 
law changed this picture. It makes 
the employer automatically liable 
for every injury, but in return lim- 
its the amount of compensation. 
Thus for loss of a finger, foot or 
hand the injured workman is paid 
in terms of a certain number of 
weeks’ wages. While he is disabled 
he is paid a proportion of his regu- 
lar earnings. 





In this picture, medical and hos- 
pital care are incidental. ‘The em- 
ployer is usually liable for all minor 
medical and hospital charges. But 
the tendency to limit the responsi- 
bility of the employer in return for 
fixing liability has likewise tended 
to limit the amount of medical and 
hospital charges for which the em- 
ployer must pay. 

Eleven states have statutes that 
provide for full medical and hos- 
pital care as the responsibility of 
the employer. (See accompanying 
table.) 

Twenty-four states limit the 
amount of the employers’ liability 
for hospital and medical services. 
These limits run from $200 to 
$1,600. 

Twenty-three states limit the 
time within which medical or hos- 
pital services may be rendered at 
the expense of the employer. ‘These 
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limits run from four weeks to 100 
months. 

Eleven states impose limits both 
on time and amount. 

Twenty-two states limit the time 
or amount of liability, but provide 
that the commission. or court ad- 
ministering the law may extend 
these limits at its discretion. ‘Two 
states, North Carolina and Rhode 
Island, permit extension so as to 
offer virtually full protection. The 
accompanying map shows the states 
that impose arbitrary limits. 

Farsighted employers and _ the 
public are beginning to realize the 
desirability of proper attention to 
medical and hospital care for in- 
jured workmen. Industry recognizes 
it has an investment in its work- 
men. 

In many states which impose ar- 
bitrary limits on cost, reputable 
insurance companies and industrial 
firms voluntarily exceed those lim- 
its. There are many cases through- 
out the nation where industry has 
spent thousands of dollars in a sin- 
gle case in order to provide medical 
and hospital care necessary for the 
complete cure of the patient. 

The same sort of liberality is ex- 
perienced with administrative agen- 
cies that are not fettered by statu- 
tory limitations. In general these 
agencies have a humane attitude, 
and are primarily interested in pro- 
viding such medical and hospital 
care as may be necessary to restore 
the injured workman to normal 
health. 

In the minority of states that still 
impose cost and time limitations, 
feeling is growing strongly toward 
the removal of these limitations, or 
at least extension of their limits. A 
limit on cost poses the dilemma of 
what to do with the patient when 
that cost limit has been reached 
and the patient still needs care. 

If the employer or insurance 
company is not willing to care for 
him voluntarily, then the burden 
must be assumed by the hospital; 
otherwise the patient must become 
a public charge, since he is usually 
not financially able to bear the bur- 
den himself in view of his reduced 
income and earning capacity. Horo- 
vitz,* an outstanding authority on 
Workmen’s Compensation laws 

*Horovitz, Samuel B., “Injury and Death 


Under Workmen’s Compensation Laws,” 
page 296. 
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says, “Time limitations are espe- 
cially bad, as sometimes operations 
become necessary months or years 
after the original injury.” 

Hospitals suffer an additional in- 
justice in the imposition of arbi- 
trary limits on the per diem rates 
that may be charged for the care of 
such cases. This probably arises in 
connection with the established 
medical fee schedules that prevent 
abuses by a few unscrupulous doc- 
tors. Hospitals too, have not been 
entirely without fault in the past. 
However, an inadequate per diem 
rate imposes a severe burden upon 
the hospital and upon the commu- 
nity that supports it. 

There is no such thing as free 
hospital care; someone must pay for 
it. In the case of the workman in- 
jured in the course of his employ- 
ment, this responsibility may be 
allocated in one of four ways: The 
patient himself, the hospital, the 








community or industry. Of these 
four, industry seems logically to be 
most responsible. 

Most hospitals are nonprofit in- 
stitutions that ordinarily render 
considerable so-called charitable 
care. The hospital renders such 
charitable care with funds that 
come to it from the community as 
charitable contributions or endow- 
ments, or from the excess of patient 
fees over actual costs where luxury 
accommodations are furnished. If 
these charitable funds are used to 
take care of the Workmen’s Com- 
pensation patient, the hospital is 
that much less able to serve other 
needy citizens of the community. 

The community itself may be 
obliged to assume responsibility for 
the injured workman, if no other 
source of such care is available. 
There is some question, however, 
whether tax funds should be used 
to care for those who should be 
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State Check-list of Compensation Liability 


Employer provides full hospital and medical care: 


Employers’ responsibility limited from $200 to $1,600: 


Time limit for care set at 4 weeks to 100 months: 


Limits imposed on both time and amount: 


Limits subject to extension by commission or court: 
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able, through their industrial pur- 
suits, to make adequate provision 
for themselves. 

It seems only logical that indus- 
try should care for its own injured 
members. Most industry is profit- 
making, and by insurance may 
spread the cost of proper care for 
its employees over its average oper- 
ations. Such protection is an ac- 
cepted industrial expense in all 
modern accounting structures. 

Proper acknowledgment must be 
made to industry for its contribu- 
tions and support of charitable hos- 
pitals in many communities 
throughout the nation. Many hos- 
pitals could not exist without such 
support from industry. In the case 
of Workmen’s Compensation lia- 
bility, it would seem to be sounder 
accounting practice to allocate such 
expense to its proper Category as a 
Workman’s Compensation liability, 
rather than a charitable contribu- 
tion. 

As a matter of fact, with rare ex- 
ceptions, archaic limitations in the 
laws are due to failure of state legis- 
latures to understand the real is- 
sues. If state legislators could un- 


derstand that the basic purpose of 
the medical and hospital care pro- 
visions of the Workmen’s Compen- 
sation law is to rehabilitate the 
patient and restore him to society 
as a productive citizen, then limita- 
tions as to cost and time of such 
care would be removed immediate- 
ly. 

If it could be explained to these 
legislators, and to the courts and 
industrial commissions that enforce 
the law, that the inadequacies in 
the per diem rate to hospitals re- 
duce the amount of charity care 
available to the community, there 
would be a more constructive ap- 
proach to the matter of ratio also. 

The problem is one of clear un- 
derstanding and educatior It prob- 
ably will not be solved uricil every 


_ hospital administrator takes the 


time to become thoroughly familiar 
with the issues, and conveys his 
thinking to the community and to 
those who make the laws. 

There seems to be no reason why 
a nonprofit hospital should have to 
dicker and bargain as to the rates 
it receives. In the eastern part of 
the country regular ward rates are 


semi-charitable, that is, less than 
cost. In such cases it would seem 
only fair that such hospitals should 
be paid at least their actual demon- 
strable costs. An equitable method 
for computing such, costs has been 
well established under several pro- 
grams of the federal government. 

On the other hand, hospitals in 
other areas of the country have 
charges in ward rates which closely 
approximate actual costs, and it 
would seem fair that hospitals 
should be paid such rates except in 
cases where it could be clearly 
shown that such rates are inequita- 
ble. Explanation of the true char- 
itable nonprofit nature of hospitals 
should go a long way toward ac- 
complishing the acceptance of this 
principle. 

Corrective legislation is clearly 
needed. Many states where legisla- 
tures are now in session are con- 
sidering extension or removal of 
arbitrary limits. Other states, by 
liberalizing the interpretation of 
their laws, are coming closer toward 
the goal of payment of hospitals’ 
regular charges, or at least not less 
than actual cost. 
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A Letter from the White House 





—_— r HARRY S. TRUMAN, in a letter to President 
John H. Hayes of the American Hospital Association, 
endorsed the twenty-seventh annual observance of Na- 
tional Hospital Day, May 12, as an “opportunity to 
pay tribute to our hospitals and to the men and 
women who staff them.” 

The complete text of the President’s letter follows: 

“The twenty-seventh annual observance of National 
Hospital Day on May 12 gives us the opportunity to 
pay tribute to our hospitals and to the men and women 
who staff them. National Hospital Day is also an ap- 
propriate time to focus public attention on the inade- 
quacies of our present hospital facilities, especially in 
rural areas, and to rally public support for the hos- 
pital program, recently authorized by Congress under 
the Hospital Survey and Construction Act. 

“In carrying out this legislation we are undertaking 
the most comprehensive hospital construction program 
ever attempted by this Nation. From its inception, the 
program has emphasized the principle of local leader- 
ship and responsibility. Groups representing a cross 
section of our people initiated and supported the legis- 


50 





lation. Administration of the program will be con- 
ducted largely by the states and by the communities. 
And, through advisory councils, there is assurance of 
participation not only by representatives of medical 
and hospital fields, but also by consumers of hospital 
services. This pattern of cooperative effort in creating 
facilities to meet the common need is in the true 
tradition of democracy. 


“We are looking forward to the day when hospital 
service will be expanded and to a program of hospital 
management whereby more citizens can be treated 
at a cost within their means. The hospitals must not 
lose sight of the fact that proper care for the patient 
must always come first. We need more hospitals with 
good equipment and high standards, as laid down by 
the American Hospital Association and the American 
College of Surgeons and, most certainly, it is neces- 
sary that we have eventual moderation in the cost of 
hospital care for the average man. 

“T am glad to join with your organization in observ- 
ing National Hospital Day and to give my whole- 
hearted support to its objectives.” 
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URING THE TEN YEARS, 1936-1946, 
D about one hundred uncompli- 
cated chronic alcoholic patients 
were treated as ambulatory outpa- 
tients in the psychiatric clinic of 
the Peter Bent Brigham Hospital, 
Boston. 

Many of these patients did ex- 
tremely well, remaining abstinent 
for long periods of time, and it 
became apparent that certain cases 
of chronic alcoholism could be 
treated successfully in such a set- 
ting. Upon the basis of this experi- 
ence it was decided to organize, 
more or less experimentally, a spe- 
cial outpatient clinic for the treat- 
ment of chronic alcoholism exclu- 
sively and, accordingly, the alco- 
holic clinic of the Peter Bent Brig- 
ham Hospital was opened last 
November 2. 

The alcoholic clinic, as currently 
organized, is held from g A.M. to 
noon each Saturday. During this 
three-hour period patients are seen 
individually by appointment in a 
small room on the third floor of 
the outpatient building. The hall 
outside the consulting room serves 
as a waiting room and is presided 
over by a volunteer female secretary 
who arranges the appointments, or- 
ganizes the records, weighs each pa- 
tient, answers the telephone and 
generally manages the clinic. 


Abstinence Urged 

Each new patient is given a half 
hour interview, during which an 
attempt is made to size up the situa- 
tion, usually fairly acute, and plans 
are formulated. As a rule the pa- 
tient is urged to be totally abstinent 
immediately, is given prescriptions 
for whatever medication seems ap- 
propriate and, as a more or less 
routine procedure, a physical exam- 
ination is arranged for the patient 
in the general outpatient clinic. 

At subsequent follow-up inter- 
views the past history and drinking 
history are explored and an attempt 
is made to reconstruct with the pa- 
tient the development of his al- 
coholism and to help him deal more 
adequately with whatever personal 
or environmental factors might 
tend to resumption of drinking. 

Full utilization is made of com- 
munity resources such as Alcoholics 
Anonymous, which has been ex- 

Presented at the twenty-fourth annual 


meeting of the New England Hospital As- 
sembly, Hotel Statler, Boston, March 24-26. 
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tremely cooperative, and it has been 
found easy to build up mutually 
effective relationships with the cler- 
gy, the courts and various social 
agencies. 

A number of interesting impres- 
sions stand out as a result of our 
experience so far. For one thing, it 
is surprising that successful ambu- 
latory handling is possible in so 
many chronic alcoholic cases. Cer- 
tainly in the vast majority of in- 
stances no question of institution- 
alization or hospitalization for so- 
bering up purposes ever arises. 

It is my impression that the neces- 
sity for hospital beds in the treat- 
ment of chronic alcoholism “has 
been somewhat overemphasized. It 
is true, of course, that in an occa- 
sional case of acute alcoholism or 
of an alcoholic psychosis, hospitali- 
zation is a matter of urgent neces- 
sity, but such cases are the excep- 
tion rather than the rule. 

I am convinced that it is unwise 
as well as unnecessary to organize 
for the treatment of a large number 
of alcoholics around an inpatient 
setup, although it is desirable to 
have such facilities available for the 
occasional case where they are 
needed. 

Another point is how ideal and 
ready-made a location the conven- 
tional outpatient department of 
the general hospital is for treating 
chronic alcoholism. From the pa- 
tient’s standpoint, the emphasis is 
on the medical aspects of the prob- 
lem, which is as it should be with 
no psychiatric stigma involved. 

From the doctor’s standpoint, it 
is easy to focus upon the ambula- 








tory patient all of the great re- 
sources in diagnosis and specialized 
treatment which a modern general 
hospital affords. ‘These include lab- 
oratory techniques; x-ray; special 
clinics such as gynecology, allergy, 
dermatology, endocrinology; the 
social service department; a record 
system, and the appointment office. 

All of the elaborate machinery 
for handling sick people is set up 
and functioning, and absorbs an al- 
coholic clinic like a sponge. Within 
such framework it is possible to deal 
easily and effectively with most of 
the problems which come up in the 
course of treating an individual 
alcoholic. 

Furthermore, it would seem to 
be educationally desirable for the 
medical personnel of the hospital, 
especially the house officers and 
medical students, to have contact in 
an organized way with the clinical 
material of chronic alcoholism. 
Alcoholic cases present many inter- 
esting and legitimate problems for 
medical investigation and research. 
One subsidiary function of an alco- 
holic clinic in a general hospital is 
to provide a framework for making 
alcoholic cases easily and routinely 
available for research purposes. 


Clinic Pays Its Way 


Another important aspect of the 
organization of an alcoholic clinic 
in the outpatient department of a 
general hospital is that such a clinic 
pays its own way. By using existing 
facilities exclusively and without 
any special modification, and by 
utilizing the work of one volunteer 
physician and one volunteer lay 
assistant three hours a week, it has 
been possible to operate the clinic 
without any budget at all. 

The hospital charges each patient 
$1.50 per visit, which goes into 
the general fund and more than 
pays the cost of the additional ad- 
ministrative expenses that the clinic 
entails. 


The plan admits of almost un- 
limited expansion. Given adequate 
volunteer personnel, and utilizing 
outpatient facilities already existing 
in the general hospitals of Boston 
today, it should be possible to treat 
adequately many hundreds _ of 
chronic alcoholic men and women 
without the expenditure of a single 
cent of the hospital’s money. 
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Carefully Planned 
PUBLIC 
RELATIONS 


DAVID C. CROCKETT 


MASSACHUSETTS GENERAL HOSPITAL, BOSTON 


ETAINED BY THE Massachusetts 
General Hospital to supply 
the spark that would activate its 
fund-raising drive and public rela- 
tions program, one of my first tasks 
was to convince the trustees of the 
advantages of retaining professional 
public relations counsel. With the 
trustees’ approval, various New 
York and Boston concerns were in- 
vestigated and evaluated. A Boston 
firm* was finally selected because of 
its familiarity with the local situa- 
tion, its respect for the hospital’s 
dignity, and its knowledge of both 
local and national publicity outlets. 
The firm’s first task was to or- 
ganize a suitable, complete and 
long range program for the hospi- 
tal. Our problems were analyzed, 
our aims clarified and our objec- 
tives decided upon. The primary 
purpose, of course, was (and still is) 
to raise funds with which to sustain 
the existing services of the hospital 
and expand the scope of its activi- 
ties. 

To achieve this result, it was de- 
cided to arouse the local public to 
an understanding of the hospital’s 
value to the community and of its 
plight and plans. In the field of na- 
tional public relations it was de- 
cided to try to enhance the prestige 
of Massachusetts General Hospital 
as a source of new medical and sur- 


*Gilchrest-Spriggs & Company. 
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gical developments and as a center 
of research. 

The public is always interested in 
medical information, and there is 
a constant demand for dramatic 
medical features by the editors of 
various popular publications. Often 
a free-lance writer gets his first in- 
formation regarding a new medical 
development from a patient who 
has been treated successfully. ‘Then 
the*doctor is pressed for the com- 
plete story and usually is fair about 
it. 

The writer all too often considers 
the origin of the treatment irrele- 
vant or, if he does check with the 
hospital that originated the treat- 
ment, he is told that it offers great 
promise but is as yet unproven. 

This is in contradiction to his 
own experience. After all, he has a 
friend who was treated successfully. 
The fact that the hospital’s policy 
requires an extended period to 
study end results before approving 
any new treatments means nothing 
to him. 

This policy is a good one. But 
coupled with the reseach doctor’s 
natural reluctance to disclose his 
problem and secrets to a public he 
fears will misunderstand, this policy 
has done much to keep the hospi- 
tal’s value as a research center se- 
cret to all outside the medical pro- 
fession. 

In an effort to overcome this 


A behind-the-scenes story of hospital 
activities was given in this section. 


problem, a member of the public 
relations firm went to New York 
and talked with many of the science 
editors of the leading popular pub- 
lications. The problem was ex- 
plained and the editors were in- 
vited to investigate the work of the 
hospital and report their findings. 

No information of general in- 
terest would be withheld, provid- 
ing hopes were clearly classified as 
hopes and not cures, and that the 
doctors involved would have the 
privilege of reviewing all copy for 
medical accuracy. This policy has 
worked and is working. Within a 
few months it is expected that sev- 
eral research stories now in prep- 
aration will appear in publications 
with national circulation. 

Working in conjunction with me 
and our public relations counsel is 
a publicity committee of doctors on 
the hospital staff whose function it 
is to find suitable research story pos- 
sibilities and to approve, correct or 
censor such stories when written. 
This is really a working committee 
with a keen appreciation of the 
value of proper publicity. 

Locally, the hospital’s drive for 
funds was begun at a luncheon at- 
tended by publishers and editors of 
the Boston newspapers and _ the 
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managers of Boston’s many radio 
stations. The luncheon was an ice- 
breaker, bringing together members 
of the board and hospital staff and 
our press and radio guests. A com- 
prehensive information package in- 
cluding a fact sheet, a copy of the 
initial press release, and background 
material about the hospital was 
placed at each table setting. 

After the luncheon, the plight 
and plans of the hospital were ex- 
plained in detail. This meeting re- 
sulted in many favorable press and 
radio reports and several editorials; 
our subsequent releases have re- 
ceived generous treatment. 

One of our most successful proj- 
ects has been the placing of research 
stories in local papers. ‘These stories, 
usually written by the newspapers’ 
own feature writers, have been 
looked over by the public rela- 
tions counsel with the aid of both 
the hospital publicity committee 
and myself and were offered exclu- 
sively to the writers. The first of 
these, which broke early in August 
1946, was a story on the shock 
treatment for mental disturbances. 

It was during this interview that 
the public relations counsel decid- 
ed to approach the Boston Herald 
with a request that the paper pre- 
pare a rotogravure supplement pre- 
senting a behind-the-scenes picture 
of the hospital. After approval by 
the hospital authorities, negotia- 
tions began with the newspaper 
publisher with the result that on 
February 23 a 24-page rotogravure 
section appeared in the Sunday 
paper. 

The section was devoted exclu- 
sively to the Massachusetts General 
Hospital. It carried no paid adver- 
tising and both front and back cov- 
ers were in full color. The entire 
supplement was produced by the 
newspaper staff with Dr. Francis 
Moore of the hospital publicity 
committee acting in an advisory 
capacity. While not delving too 
deeply into the hospital’s many cur- 
rent research projects, it did present 
a broad, attractive picture of hos- 
pital activities. 

In addition to its inclusion in 
the full Sunday Herald circulation, 
copies of the supplement were 
mailed to promising prospects, to- 
gether with a pledge form and a 
personal letter signed by the chair- 
man of the board of trustees. Sup- 
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plements were mailed to all mem- 
bers of the hospital staff and placed 
in all the patients’ rooms. 

On the day the supplement ap- 
peared, a news release quoting the 
trustees appeared in all the Boston 
papers in the New York Times, 
and on the press services’ wires 
stating that rising costs and the 
heavy expense of charity work had 
so depleted the hospital’s unre- 
stricted capital funds that, unless 
public support were forthcoming, 
the hospital would be forced to cur- 
tail many services. This story re- 
sulted in much favorable editorial 
comment during the next week. 

On the following weekend, a 
half page advertisement was placed 
in the Boston papers incorporating 
clippings of the original release 
and the subsequent editorials, as 
well as a strong appeal message. 
This advertisement brought about 
the desired effect. Responses to the 
appeal were immediate and most 
satisfactory from a_ fund-raising 
standpoint. 

As a further stimulus to the pre- 
sent fund-raising program, many 
direct mail solicitation letters and 
pamphlets, as well as pledge forms, 
have been prepared. These are al- 
ready planned for use into next fall. 

Other public relations activities 
on behalf of the hospital have in- 
cluded such special event activities 


CLIPPINGS of the first news 
release and the subsequent 
editorials were used in this 
half page advertisement run 
during the weekend follow- 
ing publication of the sec- 
tion shown on opposite page. 





as the Ether Centenary, celebrated 
last October, and which resulted in 
national and international coverage 
through newspapers, radio and na- 
tional magazines. Likewise, we have 
undertaken specialized promotions 
for student nurses, volunteer serv- 
ices and occupational therapy. 

Learning that materials and 
equipment of the occupational 
therapy department were insufh- 
cient to carry on the important 
work, and that the budget of the 
department was too small to buy 
the necessary items, the public re- 
lations counsel started investigat- 
ing possible sources for donations. 
The Massachusetts Industrial Edi- 
tors Association was asked to help 
in making known the department's 
needs through the various company 
publications of industrial concerns. 

The response was immediate, and 
although this promotion is only a 
few weeks old, the occupational 
therapy department has already re- 
ceived two electric sewing machines, 
wood blocks, a workbench, scrap 
leather, soap for sculptoring, vari- 
ous types of scrap metals, linoleum, 
plastics, rope, radio parts, soldering 
iron, greeting cards, drawing ma- 
terials, a football, and promises of 
many more items. One company has 
even volunteered prizes for the pa- 
tients devising the best new uses 
of scrap rope supplied by it. 





BED FALLS and PITFALLS 


HEN A PATIENT FALLS Out of 

bed it is a matter of concern 
not only to the nurse and physician, 
but to the hospital administration. 
Occasionally serious injury or death 
results. At such times the question 
of who is to blame is pressed, and 
its corollary, what can be done to 
prevent such accidents. 

Any study of the causes of bed 
falls, whether based on age groups, 
type of patients, nature of sedation 
or other factors, will demonstrate 
one thing conclusively: that more 
frequent use of side rails should 
have been employed. Other types of 
restraints, used to prevent patients 
from getting out of bed and injur- 
ing themselves, are restraint jackets, 
wrist and ankle restraint cuffs, wrist 
and ankle restraints of muslin 
bandage, and cotton draw sheets or 
large sheets. A record should be 
made of the time and type of re- 
straint applied and the patient’s 
condition. 

Certain hospitals make it a stand- 
ing order to use rails for every 
comatose, disoriented or irrational 
patient who is under sedation, for 
patients in labor rooms, senile pa- 
tients, all post-operative cases re- 
covering from anesthesia and aged 
patients during oxygen administra- 
tion. 

Sideboards and restraints may be 
applied without a doctor’s order, 
but the physician should be notified 
immediately. The restraints should 
be carefully and effectively adjust- 
ed, but not so tight as to interfere 
with the circulation. Redness and 
chafing should be looked for; the 
patient’s general condition is to be 
watched closely. If a patient is vio- 
lent, assistance of other persons to 
hold him should be secured. Re- 
straints should never be used longer 
than necessary. 

From a paper presented by Mr. Hayt at 
the annual meeting of the Mid-West Hos- 


pital Association, in Kansas City, Mo., 
April 23-25. 
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In the case of private patients, 
no mechanical restraints other than 
side bars should be used except by 
order of the attending or courtesy 
doctor, or by authority of the ad- 
ministrator of the hospital. 


Although it may be argued that 
some patients climb over the rails 
and consequently fall a greater dis- 
tance, it is likewise true that many 
more patients are prevented from 
falling out of bed on account of the 
rails. Moreover, the law recognizes 
the need for rails under certain con- 
ditions. 

The failure to use rails when in- 
dicated may establish negligence on 
the part of the attending physician, 
the nurse or the hospital author- 
ities. Whether or not it is safe to 
leave such a patient unattended 
may depend on the patient’s condi- 
tion and what might be expected 
of a reasonably prudent nurse. 
Greater caution would be required 
of the nurse, of course, when the 
rail is down. There is no justifica- 
tion for leaving the patient while 
the rail is down.? 

Rails and other devices should be 
readily accessible to the nurse or 
other attendants, and these should 
be of a type easy to operate, light 


in weight, simple to raise and lock. 
and quickly installed. 

Other types of accidents, unfo 
tunately, also occur in hospitals. An 
administrator who made a study 
of hospital accidents reports that 
patients were injured by: Failing 
from wheelchairs; hot water bot- 
tle burns; an overdose of insulin by 
a nurse; plaster dropping from the 
ceiling; a nurse neglecting to re- 
move a rectal thermometer; a dis- 
infectant burn from a bedpan; a 
second degree burn while undergo- 
ing physical therapy treatment; 
falling from a stretcher or being 
capsized when the wheel came off, 
and one patient assaulting another.’ 

In a legal publication a lawyer 
lists some of the actions brought 
against hospitals: A physician or 
surgeon was negligent in the treat- 
ment of a patient; an operation was 
performed without consent; a nurse 
left sponges in a patient’s body, or 
burned an unconscious _ patient 
with a hot water bottle, or gave a 
patient the wrong medicine; an 
x-ray technician negligently burned 
a patient; incompetent nurses were 
employed; a newborn baby was 
given a bed instead of a bassinet: 
a contagious disease case was not 
properly isolated; a patient’s prop- 
erty was lost through negligence. In 
all these cases someone was at fault, 
resulting in injury to another.* 


CHARITABLE HOSPITALS CAN BE LIABLE 


When is a charitable hospital 
legally responsible for injuries to 
a patient? The liability of charita- 
ble hospitals for the negligence of 
their agents, employees and those 
in charge frequently has been be- 
fore the courts, with conflicting 
results as well as remarkable diver- 
sity of opinion. 

In general, certain principles gov- 
ern the liability of charitable hos- 
pitals to patients for negligence: 


1. The hospital is responsible 
for the proper performance by its 
employed professional staff, includ- 
ing physicians and nurses under its 
direction and control, of their pure- 


ly ministerial or administrative 
duties. 

2. The hospital is not liable for 
a negligent act of a nurse in carry 
ing out the direct instructions of a 
physician or a surgeon. 

3. The hospital undertakes that 
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the patient shall be treated only by 
surgeons, physicians, nurses and 
technicians of whose professional 
competence the hospital authorities 
have taken reasonable care to as- 
sure themselves; such staff shall 
have at their disposal fit and proper 
apparatus and appliances. 

4. The hospital is not responsi- 
ble for mistakes in medical treat- 
ment by its professional staff and 
perhaps by technicians of whose 
professional skill it has assured it- 


™~ 


self, or for their negligent use of 
appliances at their disposal. For 
such mistakes or negligence the sur- 
geon, physician, nurse or technician 
may be liable. 

5. As regards nurses, the ques- 
tion is whether or not the nurse was 
acting as an agent or servant of the 
hospital within the ordinary scope 
of her employment, or under the 
direction and control of a surgeon 
or physician, or even of the patient 
himself.* 


VARIED GROUNDS FOR EXEMPTION 


Charitable hospitals generally 
are exempted from liability upon 
various grounds —the trust funds 
doctrine, the waiver theory, public 
policy, and upon the ground that 
the rule of respondeat superior 
(viz., that the employer is respon- 
sible for the acts of his employee) 
has no application to hospitals of 
this class. 

The rules for exemption vary in 
the different states: In a few states 
charitable hospitals are under no 
liability for negligence; in some, 
among them Oklahoma and Minne- 
sota, they are accountable to the 
same extent as ordinary employers 
in private business. 

Some courts have declined to im- 
pose liability, on the ground that 
charities perform a quasi-govern- 
mental function and are not oper- 
ated for profit. Recovery has been 
had by patients, however, where the 
corporation itself has been careless 
in the selection of physicians, nurs- 
es or attendants, and when the in- 
juries resulted from the incompe- 
tence or negligence of such persons.° 
The prevailing rule favors the ex- 
emption of charitable institutions 
from liability to the beneficiaries 
thereof, either pay or non-pay, for 
the torts of employees or agents 
who have been carefully selected.° 

The tendency of recent court de- 
cisions has been to decrease the 
exemptions formerly granted to 
charitable hospitals for injuries to 
patients and the general public. 

From a social point of view, de- 
spite the immunities afforded by 
law to charitable hospitals, the in- 
stitutions should carry liability 
insurance. Persons injured through 
the negligence of hospitals should 
not be turned away without com- 
pensation. Some courts feel that the 
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immunities of hospitals should be 
reduced because the benefit accrues 
to the insurance company rather 
than to the hospital. That hospitals 
should insure themselves against 
liability finds favor both inside and 
outside the law; the cost of liability 
insurance is claimed to be not 
burdensome upon charitable insti- 
tutions. The opinion has been ex- 
pressed that men and corporations 
alike are required to be just before 
being charitable. 

Where innocent persons suffer 
through the fault of charitable cor- 
porations, the wrongdoers should 
not be exempted, because, in the 
long run, the rule against immunity 
will tend to increased efficiency and 
benefit both hospitals and the pub- 
lic, as well as persons injured. “It 
is almost contradictory to hold that 
an institution organized to dis- 
pense charity shall be charitable 
and extend aid to others, but shall 
not compensate or aid those in- 
jured by it in carrying on its activ- 
ities.””7 
emption, one of the courts de- 
clared: “Insurance must be carried 
to guard against liability to strang- 
ers. Adding beneficiaries (patients) 
cannot greatly increase the risk or 
the premium. This slight addition- 
al expense cannot have the con- 
sequences so frequently feared in 
judicial circles, but so little realized 
in experience. To offset the ex- 
pense will be the gains of elimin- 
ating another area of what has been 
called ‘protected negligence’ and 
the anomaly that the institutional 
doer of good asks exemption from 
responsibility for its wrong, though 
all others must pay. The incorpor- 
ated charity should respond as do 
private individuals, business cor- 











porations and others, when it does 
good in the wrong way.” 

Many hospitals felt that it is not 
in the best interest to refuse to pay 
for injuries sustained if the hos- 
pital has been negligent; therefore 
they take out liability insurance. 
Although a hospital may not be 
legally liable for damages it may 
be threatened with suit or actually 
be sued. It would have to stand the 
expense of defending itself, though 
it might win the case. Insurance can 
protect the hospital from claims for 
injury caused by improper treat- 
ment or the negligence of its em- 
ployees.°® 

The courts, with few exceptions, 
have held that the fact of insurance 
is immaterial so far as the hospi- 
tal’s liability is concerned; insur- 
ance will not of itself impose lia- 
bility upon a charitable organiza- 
tion if no liability exists under the 
law.!° There have been definite rul- 
ings to this effect in Ilinois,’! Mis- 
sissippi,'? Missouri,* New Jersey," 
North Carolina,’*® Wisconsin," 
Ohio,'* Massachusetts'® and Cali- 
fornia.?° 

However, three states hold that 
the carrying of liability insurance 
does create liability at least to the 
extent of the policy carried by the 
hospital. It was held in Tennessee 
that a judgment could be rendered 
against a charitable institution for 
the negligent injury of a patient 
when it appeared that payment of 
the judgment could be had without 
encroaching upon trust funds.?° 

This protection is not immunity 
from suit, but is extended to the 
trust property itself from execution 
under a judgment in tort. Only the 
trust funds are exempt, but the lia- 
bility insurance is available to both 
a patient and a stranger.*! 

In a Colorado case, damages were 
sought by a paying patient for al- 
leged negligence in medical treat- 
ment while in a sanitarium. Immu- 
nity was claimed on the ground 
that it was a charitable institution 
and a judgment against the institu- 
tion would diminish its trust funds. 
The patient contended that the 
trust fund would in no way be de- 
pleted, since the sanitarium had 
insurance indemnifying it against 
liability for the torts of its agents.?* 

Although the principle that in- 
surance may be collected remains, 
the case of the patient was dis- 
missed because of insufficient proof 
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that the hospital’s negligence was 
the proximate cause of the injury.?* 

A woman brought suit against 
the public liability insurer of a 
charitable hospital in Louisiana to 
recover damages for personal injur- 
ies sustained when she slipped on 
an excessively waxed floor while she 
was visiting a friend in the hospital. 
The company had issued an own- 
ers, landlords and tenants’ public 
liability policy, whereby it agreed 
to pay all claims for which the hos- 
pital was legally liable. 

The defense of the company that 
it was not responsible as the insurer 
of the hospital was held untenable. 
The doctrine of immunity of a 
charitable hospital was said to be 
applicable only in cases where the 
injured person is a recipient of the 
benefits of the charity. Here the in- 
jured person was visiting a sick 
friend in the hospital and she was 
in no sense a beneficiary of the 
institution.?4 





a 





The immunity of charitable hos- 
pitals in this country on the so- 
called trust funds theory is based 
on the statement that “to give dam- 
ages out of a trust fund would not 
be to apply it to those objects whom 
the author of the fund had in view, 
but would be to divert it to a com- 
pletely different purpose.”?® 

That principle has been followed 
in Colorado, where the preserva- 
tion of trust funds is considered 
more desirable than the right to 
compensation from such funds for 
an injury. “Few things are more 
desirable or more beneficial to the 
public than charitable foundations, 
and certainly the right of someone 
to recover damages from a particu- 
lar source’ is not one,’’?® declared 
the court where negligence was 
claimed in the use of a vapor lamp 
for inhalation, resulting in a por- 
tion of the contents taking fire and 
burning the patient’s arm and 
breast.?? 


PUBLIC POLICY THEORY OF IMMUNITY 


A second theory for exemption is 
that it is against public policy to 
hold the charity liable for the neg- 
ligence of servants selected with 
due care.** The patient who accepts 
the services of such ‘an institution, 
if injured therein by the negligence 
of an employee, must look for re- 
dress to such employee alone.*° 

While in a wheel chair recover- 
ing from an operation, the patient 
fell out when the nurse attempted 
to remove her from the chair and 
place her in bed. The patient broke 
her left patella and sustained other 
injuries. Public policy, declared the 
court, requires a charitable hospi- 
tal in New Jersey not to be liable to 
either pay or non-pay patients.*° 

Another basis for immunity 1s 
that of “waiver”; one accepting the 
bounty of a charitable institution 
impliedly waives any claim against 
it for the negligence of its agents 
and servants. The waiver principle 
does not apply to paying patients, 
injured hospital employees, or 
strangers to the charity.*! California 
holds that admission to a hospital 
is no proof of an intention not to 
charge it with responsibility for 
wrongdoing.*” 

Respondeat superior is a princi- 
ple of law whereby the master is 
held answerable for the acts of his 
agent or servant, but it is claimed 
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not to apply to hospitals where the 
person is engaged in medical care 
of the patient.** 

During an operation the patient’s 
condition became so grave that it 
was necessary to halt and restore 
him. He was in a state of profound 
shock; restoratives were ordered 
and among them heat. He was giv- 
en infusions and hypodermics of 
digitalis and strychnine. Hot water 
bags were ordered, but the surgeon 
claimed there was no time to test 
the temperature. The bags placed 
at his feet by the nurses inflicted 
painful and permanent injuries. 

The nurses were absolutely un- 
der the orders of the surgeons in 
the operating room and in no man- 
ner controlled by the officers of the 
hospital; they were for the time 
being servants of the surgeon. The 
doctrine of respondeat superior did 
not apply here to make the hospital 
liable. The action was dismissed.*4 

One who, exercising an inde- 
pendent employment, contracts to 
do a piece of work according to his 
own methods without being subject 
to the control of his employer, ex- 
cept as to the result, is an “inde- 
pendent contractor”. The theory of 
independent contractor is another 
ground for the exemption of char- 
itable institutions for the negli- 
gence of physicians and nurses.*® 
















A woman sued a hospital alleg- 
ing that the house physician found 
a fibroid tumor; after he consulted 
with the visiting physician, who ad- 
vised an operation, she consented 
to an examination but not to an 
operation. While she was under 
anesthesia the operation was per- 
formed; gangrene developed. 

Judge Cardozo wrote: “The 
wrong was not that of the hospital; 
it was that of physicians who were 
not the defendant’s servants, but 
were pursuing an independent call- 
ing; a profession sanctioned by a 
solemn oath, and. safeguarded by 
stringent penalties. If, in serving 
their patient, they violated her 
commands, the responsibility is not 
the defendant’s; it is theirs. There 
is no distinction in that respect be- 
tween the visiting and the resident 
physicians. Whether the hospital 
undertakes to procure a physician 
from afar, or to have one on the 
spot, its liability remains the 
same’’.?¢ 

Recent decisions in some states 
have followed a comparatively new 
doctrine of ‘“‘administrative negli- 
gence” in which liability is imposed 
on the hospital for injuries which 
do not arise out of the actual med- 
ical care of the patient. 

For example, in New York, be- 
fore a patient was taken into the 
operating room, a hospital attend- 
ant hung an electric lamp with a re- 
flector at the foot of his bedstead. 
After the surgery he was put into 
bed and covered with a sheet and 
spread that had been there. On be- 
coming conscious, the patient felt 
a burning sensation; the electric 
lamp had fallen down and burned 
his feet. The hospital was held lia- 
ble for the negligence of the attend- 
ants because their acts or omissions 
were not directly concerned with 
medical treatment.*? 

The variation in legal doctrines 
in the different states has resulted 
in conflicting rules with regard to 
the responsibility of hospitals for 
injuries to patients who fall out of 
bed. It is perhaps a simpler matter 
to decide how to prevent patients 
from falling out of bed than to 
determine legal liability for such 
accidents. It can be said that there 
is complete agreement on one rule: 
That every effort must be made to 
reduce such mishaps to a minimum. 

In a recent case in New Jersey, 
a private patient sued the hospital 


HOSPITALS 


because when she attempted to 
summon a floor nurse by pulling 
the night cord, she fell out of the 
bed, which was provided with a 
mattress too wide for it. She claimed 
that the hospital was negligent in 
failing to supply proper bedding, 
and that this constituted adminis- 
trative negligence on the part of 
the hospital authorities. 

Her argument was rejected by 
the court which held that there can 
be no distinction based upon logic 
or expediency between administra- 
tive and non-administrative acts; 
that a charitable institution main- 
taining a hospital is not liable for 
injuries suffered by patients through 
negligence, whether due to the mis- 
conduct of the hospital administra- 
tion, nurses, physicians or other in- 
stitutional employees.** 

Yet across the Hudson River, in 
the state of New York, the doctrine 
of administrative negligence is now 
established law and is applied to 
cases involving bed falls. One of 
the most recently reported cases 
held the hospital responsible in 
damages. Following an operation 
and while still under the influence 
of the anesthetic, the patient was 
taken to a recovery room and 
placed upon a bed from which she 
fell, sustaining injuries. The bed 
was equipped for sideboards; these 
were available in a supply closet 
nearby. 

The head nurse testified that the 
patient was brought down from the 
operating room by a doctor and an 
anesthetist, both of whom stayed 
with her a short time. After they 
departed she remained by the pa- 
tient’s: bed until the arrival of a 
ward attendant whom she sent to 
fetch sideboards because the pa- 
tient was restless. ‘The sideboards 
were adjusted and an over-bed table 
drawn up to meet the sideboards. 
Both then withdrew leaving the 
patient unattended and alone, ex- 
cept for a patient who occupied the 
other bed in the room. 

The testimony given by the other 
patient in the room was that there 
were no sideboards on the bed prior 
to the accident; that she had kicked 
off the bedsheet and blankets and 
had fallen over the side of the bed; 
that the sideboards were not put 
on the bed until after the accident. 

The court was convinced that the 
evidence favored the patient; that 
if, after observing the patient, the 
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head nurse had decided that side- 
boards were not necessary and 
therefore not used, the hospital 
would not be responsible for such 
a decision made in her professional 
capacity. However, a decision to 
use sideboards was made and a dif- 
ferent question thus was presented: 
It was the failure to follow up the 
head nurse’s judgment by the phys- 
ical act of placing or having the 
sideboards placed on the bed that 
was adjudged to be the cause of the 
fall.®9 

In another New York case the 
hospital was absolved of liability on 
the ground that the incident was 
associated with the patient’s med- 
ical care. Here, after a patient’s 
fractured femur was reduced, she 
was returned to the surgical ward. 
She became irrational and _ side- 
boards were put on her bed. The 
attending physician suggested that 
she be removed to the solarium be- 
cause there was no other room 
which to transfer her to. Since he 
indicated it would be unnecessary 
to have her watched, she was left 
alone all night execpt for occasional 
visits by nurses. In the morning it 
was discovered that she had fallen 
out of bed. She sued the hospital. 

At the trial the evidence dis- 
closed that no instructions had 
been given by the doctor to have 
the patient constantly watched; 
that the care she did receive, upon 
the order of the physician, was giv- 
en by registered nurses; that in the 
judgment of the nurses who ob- 
served her, she could be left alone. 

In dismissing the complaint, the 
court held that the nurses were 
engaged solely in the professional 
act of caring for the patient; that 
they were competent and that they 
carried out the physician’s orders; 
that the hospital had fulfilled its 
obligations. “It placed the patient 





in a suitable and safe place as or- 
dered by her doctor. It furnished 
ample nursing facilities to the pa- 
tient and her physician. ‘There was 
no special nurse ordered on the case 
by her doctor. His orders were care- 
fully carried out.” *° 

Two additional cases in New 
York State illustrate the effect of 
the new doctrine of administrative 
negligence and what it means when 
the flood gates for litigation against 
voluntary hospitals are opened by 
limiting legal immunities. 

While in the delivery room in 
advanced labor and under the in- 
fluence of a drug, a patient fell 
from her bed, which was _ not 
equipped with sideboards. Whether 
it was reasonable for the hospital— 
through its servants—to have guard- 
ed against the mishap, at least to 
the extent of furnishing a bed with 
sideboards, was a question of fact 
for the jury. In this case the negli- 
gence, as found by the jury, was of 
an administrative nature in that 
the nurses assigned to the patient a 
particular bed without proper 
equipment and continued her in it 
up to the time of the accident.* 

An action was brought against 
another voluntary hospital to re- 
cover damages for personal injur- 
ies; the patient fell from an exam- 
ination table and sustained a frac- 
tured arm and other injuries. The 
table in the emergency room was 
3 feet wide and 6 feet long and 
had no sides on it. Left there un- 
attended by the nurse in charge of 
the emergency room, the patient 
rolled off the table. At the trial the 
court charged the jury that the hos- 
pital was liable because it knew of 
the patient’s mental condition and 
failed to provide a table with sides 
on it. Damages were awarded to the 
patient against the hospital.‘ 


PAYING PATIENT COLLECTS FOR INJURIES 


In Oklahoma it has been held 
that a paying patient would be per- 
mitted to collect for injuries caused 
by falling out of bed because ex- 
emption “is repugnant and shock- 
ing to a sense of fairness and justice 
to the victim of what may aptly be 
termed protected negligence.” An 
action was brought against a hos- 
pital for wrongfully causing the 
death of a patient who was irration- 
al when he fell out of bed and re- 


ceived fatal injuries. The fall was 
the result of a lack of guard rails’ 
around the bed. 

The evidence indicated that at- 
tendants had not been provided by 
the hospital to guard against the 
possibility of such a fall. When the 
patient was admitted, guard rails 
had been provided. After a while 
restraint consisted of tying the pa- 
tient’s leg to the bed. After the fall, 
the hospital employees replaced the 
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kept on his bed for the first few 
days, and thereafter his leg was 
chained to the bed, was, said the 
court, sufficient to justify a reason- 
able inference that the hospital 
authorities knew restraint was nec- 
essary. Whether the proper method 
was adopted for such restraint was 
a question for the jury to decide.** 

The impression should not exist 
that the mere falling out of bed of 
a patient is enough to impose lia- 
bility on a hospital. In no event 
would the hospital be responsible 
for an injury caused by the patient’s 
own negligence or by his voluntary 
act. In the state of Utah a case has 
been reported of such an accident 
that resulted fatally. 

Suit was brought for his death 
due to falling from the bed while 
he was attempting to go to the 


guard rails. That side rails were 


bathroom. Sideboards had been 
placed on his bed when he became 
irrational and were removed on the 
day of the accident, as the patient 
appeared normal. One of the nurses 
discovered the patient attempting 
to get out of bed. The injury con- 
sisted of a fractured femur. Death 
from pneumonia followed several 
days later. 

Under these facts, the court held 
there was no liability on the part 
of the hospital. The fall resulted 
from the patient’s voluntary and 
conscious action, and not from any 
negligent act or omission to act by 
the nurses. There was testimony 
that the use of sideboards for con- 
scious patients is often bad therapy, 
that conscious patients often crawl 
over sideboards, so that a resulting 
fall is likely to have serious con- 
sequences.** 


NEGLIGENCE MUST BE PROVED 


Similarly, in the state of Wash- 
ington, which also has adopted the 
principle of administrative negli- 
gence, it was held necessary for the 
patient to prove the accident was 
due entirely to the fault of the hos- 
pital in that an employee was neg- 
ligent in an administrative capac- 
ity, as distinguished from one con- 
cerned with medical care. 

A maternity patient was taken 
into the delivery room and placed 
on the delivery table, and her wrists 
were strapped. The nursing super- 
visor began giving her ether but 
found it necessary to leave the room 
temporarily. She summoned an in- 
tern, instructing him to continue 
the anesthetic as circumstances 
might require. Soon the intern no- 
ticed that the ether container was 
nearly empty; the patient was qui- 
et, and he turned to get another 
can from a row of shelves behind 
him. 

At that moment the patient 
pulled her hands out of the straps 
and, as the intern turned toward 
her, she fell from the table. The 
supervisor rushed in and assisted 
in replacing the patient on the 
table. On several occasions before 
her delivery, which was successfully 
accomplished 45 minutes later, the 
patient pulled her hands out of 
the straps, even though they were 
snugly fitted. She suffered a dis- 
located scapula and a serious arm 
injury. 
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Although she was a paying pa- 
tient, the court did not allow her 
to recover damages. If she could 
have proved there was some form 
of administrative negligence, or 
that the hospital had failed to use 
due care in the employment of the 
nurse supervisor or the intern, she 
would have been entitled to dam- 
ages.*° 

There is no doubt that more pa- 
tients fall out of bed than bring 
lawsuits for such accidents. Most of 
these accidents produce trivial or 
no injuries; where the injury is 
serious, a claim for damages may 
or may not be made. Many of these 
cases are settled either in claim or 
before they go to court or trial. 
Only a few appear in the law re- 
ports if the case happens to involve 
some particular question of law. 
Consequently, the number of cases 
of bed falls reported with legal 
opinions is probably negligible, as 
compared with the number of pa- 
tients who actually fall out of bed. 

All hospitals are interested in the 
welfare of their patients and every 
effort is made to prevent injury. 
Many recommendations have been 
made by administrators and others 
to eliminate or at least minimize 
the occurrence of this type of acci- 
dent. The following recommenda- 
tions have been made in the case of 
disoriented or irrational patients: 
>» The beds of mentally confused 
and restless patients should be 









equipped with side rails of uniform 
height throughout their length. 
p» A single side rail is inadequate 
even when the bed is against the 
wall. 
» A patient whose bed has side 
rails should never be left unless 
these are firmly in place. 
» Patients under anesthesia should 
not be left alone unless side rails 
are in place. 
» Disoriented or irrational patients 
whose beds are equipped with side 
rails should have additional re- 
straint from 7 P.M. to 7 A.M. by use 
of a band under the armpits, with 
side straps to each side of the bed 
and a single anklet. When anklets 
or wrist straps are used, a single 
anklet should never be _ used 
alone.*® 

Patients under analgesia require 
watching; nurse or an intern should 
be assigned to that duty. Various 
contrivances are used to control a 
restless patient during analgesia; 
most appliances confine the patient 
by placing boards at the side of 
the bed. To prevent patient from 
crawling out of bed, straps may be 
used to fasten legs or arms. 

Another method is to have a 
special nurse remain with the pa- 
tient constantly. The following in- 
structions are suggested: 
» The patient must never be left 
alone from the time the analgesia 
is begun until she is thoroughly 
awake after delivery. 
» The patient should be handled 
as little as possible, since restraint 
or “fighting” the patient increases 
her restlessness. 
» Nutrition and fluids should: be 
given the patient at regular inter- 
vals, preferably by mouth and in 
extreme cases by hypodermoclysis. 
If the patient refuses to take solid 
foods, glucose sugars should be in- 
corporated in the fluid given. 
» When the nurse wishes relief for 
any reason, one of the floor nurses 
should be assigned to relieve her 
temporarily. 
» Special nurses should not be as- 
signed for a longer period than 10 
hours. 
» There should be a telephone or 
a call bell in the labor room so that 
the nurse may get immediate at- 
tention. The floor service should 
be drilled to answer promptly. It 
is better to have both telephone 
and call signal for emergencies.*? 


HOSPITALS 


The evolution of the law that 
exempts charitable hospitals from 
liability for the negligence of em- 
ployees is by no means complete. 
Factors in that development are: 
(1), dissatisfaction with a rule of 
law contrary to our fundamental 
concepts of justice; (2), many char- 
itable corporations in fact do not 
practice charity in the accepted 
sense of that word; (3), only re- 
cently noticed, is that charitable 
institutions generally avail them- 
selves of public liability insurance, 
and (4), the fairly widespread or- 
ganization and operation of plans 
for hospital care. 

The exemption has, as one of its 
purposes, the protection of charit- 
able bequests from possible dis- 
sipation by payment of judgments 
against the corporation receiving 
such bequests. No proof exists that 
a person would or would not con- 
tribute if he knew his contribution 
would be subject to payment of a 
tort judgment. In those states that 
favor liability, there have been no 
surveys to. show whether such im- 
position acts as a deterrent to giv- 
ing money or property to the char- 
ities. 

Few courts have been willing to 
absolutely impose liability upon 
the charity. At the same time, some 
courts admit that exemption is bet- 
ter than liability generally, prob- 
ably upon the theory that it is 
more reasonable that a few should 
suffer from inability to redress 
wrongs suffered by them than that 
all charities should suffer deple- 
tion of their funds. Another ele- 
ment is the attitude of a few courts 
that exemption encourages care- 
lessness in the operation and man- 
agement of the charity. 

Statistics are not available to 
prove or disprove the soundness 
or otherwise of that argument. The 
carrying of public liability insur- 
ance has had some influence upon 
exemption. Some courts have held 
that where a charity carries such 
insurance, a judgment may be sat- 
isfied out of the proceeds without 
direct violence to the rule of ex- 
emption, since the judgment can- 
not be satisfied from the funds of 
the charity.*® 
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THE COST OF VETERANS’ MEDICAL CARE 


AtrnoucH OUR patient load has 
tripled in the last year, our budget- 
ary requirements for the fiscal year 
1948 are slightly more than three 
times what they were for the fiscal 


year 1946. This surprises me. I 
would not have been too startled 
to have seen it increase several times 
over that amount. Considering the 
improvements we have made in 
medical care, and the many new 
medical services we have estab- 
lished, these figures indicate not 
extravagance but economy. 
“Efficiency of operation has less- 
ened the amount of time veterans 
spend in hospitals. In one hospital 
alone they now have 650 per cent 
more turnover in patients than pre- 
viously. In most cases, we find that 
the time of hospitalization for vet- 
erans has been cut from 42 days, at 
a cost of $5 per day, to 20 days, at 
7.50 per day. This results not only 
in a faster return of a veteran to 
health, his family, community, and 


job, but also in a saving to the gov- 
ernment and the taxpayer of nearly 
one-third of former hospital costs. 

“The programs I have just men- 
tioned are to be carried out during 
the course of the fiscal year 1948 on 
a completely different basis from 
the way they were run in previous 
years. .. . You can see’ then that | 
intend that the taxpayer get full 
value for the funds he invests in 
veterans’ care. ... 1 hope, and 1 am 
optimistic, that we shall give the 
veteran the highest standard of 
medical care at no greater cost than 
has been paid for inferior care. ‘The 
truth is that quality depends to a 
great extent upon efficiency, and 
efficiency and economy walk always 
hand in hand.”—From an address 
by Paul R. Hawley, M.D., chief 
medical director, Veterans Admin- 
istration, before the federal hospi- 
tal representatives at the Army and 
Navy Club, Washington, D.C., De- 
cember 12, 1946. 
























































Edito rials 


Labor Legislation 

As IT PASSED ConcGress in mid-May the Taft Labor 
Bill included one brief section that rights a wrong 
of several years’ standing. This section specifically 
exempts voluntary nonprofit hospitals from regula- 
tions set up to govern the relations between a union 
and an industrial employer. 

When the Wagner Act was passed a dozen years 
ago, charitable agencies were neither included nor 
excluded. Between then and now a few hospitals have 
been organized, a few have been harassed by strikes, 
and there have been many threats to cover the entire 
field with union contracts. 

Sometimes the argument has been made that an 
employee is entitled to collective bargaining rights, 
no matter where or by whom employed, but the case 
against nonprofit hospitals has never quite rung true. 
There is no escaping the fact that any “benefits” 
taken by force must be subtracted from either the 
quality or quantity of patient care in a community. 

At press time this measure still was subject to a 
possible presidential veto. It is not too much to hope 
that any new labor legislation will contain a similar 
clarification of the hospital’s -unique position as an 
employer. 
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The Role of S. 545 


THE AMERICAN Hospirat AssociATION has laid be- 
fore members of Congress its approval in principle of 
S.545, the National Health Act of 1947. This came 
about last month when President Hayes presented a 
detailed statement to the Senate Committee on Labor 
and Public Welfare. 

Nearly everyone understands by now that $.545 is 
aimed at helping to finance the medical and hospital 
care of low income families, and that the mechanism 
for doing so is the federal grant-in-aid to state and 
local governments. 

Not so easily recognized is the almost epochal nature 
of this proposed legislation. The mechanism itself is 
not new. It was written into the Hill-Burton Act last 
year, and it was adapted to that purpose from still 
earlier programs of federal-state collaboration. But 
never has the grant-in-aid been called upon to_per- 
form a more important service. 

First, it is a mistake to consider $.545 simply a trick 
for bottling up the advocates of government medicine 
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until things return to normal. The mistake lies in not 
crediting these advocates with having caught hold of 
a basic idea which, in one form or another, is well 
rooted in the American mind. 

This is the idea that a poor man and his family are 
entitled to a minimum of good medical care, even 
though they cannot buy it at the going price. The 
American people have no stomach for socialism in 
any form. Most of them would be horrified by the 
probable end results of compulsory health insurance, 
if they could think the matter through. The fact that 
they can’t think the matter through does not lead them 
to abandon the basic idea that everyone today is en- 
titled to adequate medical attention. 

Some kind of national health legislation designed 
to satisfy this demand will be enacted soon. It will 
establish, permanently, a new role for the federal 
government in supplying hospital care. It will require 
some readjustment all along the line of contact. The 
question is how to get maximum results with a mini- 
mum of readjustment. 

With its grant-in-aid approach, this is one of two 
historic roles assigned to $.545. Here is the mechanism 
of decentralization, of minimum government inter- 
ference, of minimum readjustment to a changing pub- 
lic opinion. ; 

The second role of $.545 is a little more tangible. It 
is important for the individual hospital to avoid be- 
coming some kind of government branch office, as 
implied in all compulsory insurance proposals. But 
this will mean nothing in the end unless the hospital 
is able to continue in its own traditional role of serv- 
ing the sick, rich and poor. 

Hospitals generally still have to survive the final 
effects of inflation on endowments and other charitable 
contributions. With a growing concept of better health 
care as a “right,” and with the diminishing value of 
contributions as a source of operating revenue, how 
can the average hospital keep its doors open to the 
whole community? 

It is generally assumed that tax money in some form 
will fill the gap. The National Health Act calls for 
a $200,000,000 federal contribution annually, and that 
is a substantial sum. The fact it would be made avail- 
able with a maximum of freedom retained by hospitals 
—this is the basis on which S.545 has been readily 
approved in principle by the Association. 
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Consultants Good and Bad 


‘THE MUSHROOMING GROWTH Of hospital consultation 
services is a notable postwar phenomenon. Such a 
development is inevitable in a period of great expan- 
sion. It could also be a sound development under 
circumstances which do not now prevail. 

Hospital administrators and boards of trustees need 
a means of judging the qualifications of persons who 
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call themselves consultants. A number of firms and 
individuals have been at work a long time and can 
stand on their records. A number of newcomers are 
ex-administrators, widely and favorably known. 

But there are many other newcomers. Some have 
skills and knowledge that are needed, but no reputa- 
tion, while others appear to have little to offer. Re- 
ports are current of low-grade service which hospitals 
cannot accept without complaint. 

The Association headquarters staff maintains a list 
of consultants to which it refers members who ask for 
guidance, with an explanation that no approval is 
given. This is far from adequate guidance, but the 
staff can scarcely go farther. 

The job that needs doing probably could be done 
best by the reputable consultants themselves. An or- 
ganization of consultants should be able to achieve 
two good results by establishing and upholding some 
professional standards. The hospitals would welcome 
such a service, and the firms and individuals who 
really contribute something—those whose services are 
much needed—might thus protect themselves against 
a reaction that is almost certain to set in if nothing 
is done. 





. 
Hospitals and Disasters 

ALTHOUGH CIVILIAN HOSPITALS are geared to the 
routine care of patients, and usually are judged on 
this kind of performance, they are expected also to 
meet the sudden and overwhelming demands of dis- 
aster which may strike but once in a lifetime. 

The last year has brought more than the usual 
number of disasters, and several hospitals have faced 
the test. The experiences of two are reported in this 
issue of the journal. In all cases the hospital has be- 
come a center of rescue. Other organizations have 
offered their facilities. Individual volunteers have 
been plentiful. Hospital employees, professional and 
nonprotfessional, have worked as long and hard as the 
human body’s endurance would permit. 

Some hospitals have called into use their wartime 
disaster plans, while others have mobilized for emer- 
gency when the need arose. There is no way of judging 
the exact value of a carefully worked out disaster 
plan. For one thing, the varying circumstances do not 
permit accurate comparisons. In any case, the hospital 
that obviously does the best it can under such trying 
conditions is unlikely to be criticized. 

Administrators whose hospitals have been able to 
rely on disaster plans seem to be agreed that they are 
invaluable. A real disaster calls for all the individual 
initiative and resourcefulness that can be mustered. 
If some of this must be diverted to details that might 
have been planned in advance, something is inevitably 
lost. Hospitals will be wise to keep their wartime 
disaster blueprints alive and ready for use. 
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Formula Room Methods 


HOsPITAL FORMULA ROOMS are now receiving the 
kind of attention that they might have been given to 
great advantage before now. 

For the first time a broadly representative committee 
is making a thoroughgoing study of safe technics and 
procedures. This is the Committee on Manual of 
Suggested Procedures and Layouts for Formula Rooms. 
It represents the medical specialties of obstetrics and 
pediatrics, hospital administration, nursing, dietetics, 
and the Children’s Bureau of the Department of La- 
bor. It met in Washington April 28, and subcommit- 
tees already are at work. 

Meantime the interest in this subject is widespread, 
and many separate research projects are under way. 
This issue of the journal carries the second and con- 
cluding part of an excellent report from Stanford 


_ University Hospitals. It is a bacteriological study of 


some prevailing formula room methods, and it is 
recommended reading for hospital administrators and 
dietitians. 

The subject is one, however, which calls for pooled 
resources. While scattered individual studies may con- 
tribute a great deal in the end, the conclusions drawn 
from each are bound to be tentative and subject to 
later evaluation. This fact makes the special commit- 
tee’s work significant. Its final recommendations will 
be based on all available information that is scienti- 
fically sound. 





A Planting 


SELDOM HAS THERE BEEN a more dramatic story than 


the recent announcement by H. R. Cullen that he 
and Mrs. Cullen were giving 160 million dollars to the 
Texas Medical Center and University of Houston. 
This gift exceeds anything in the history of hospitals, 
and it may stand as a record for all time. 

Under the circumstances it is not surprising that no 
one asked how the Cullens came to be interested in 
hospitals. No story is complete without a first chapter, 
and this first chapter can be found in the April 1945 
issue of Hospirats. An excerpt: 

“Sometime ago I spoke to Mr. H. R. Cullen, an in- 
dependent oil man, and his wife, of Houston, who are 
noted for their philanthropies. On Thursday, 
March 1, Mr. Cullen told me over the phone that. 
they had decided to give us a million dollars. . . .” 

There followed some conferences and during the 
next three days the Cullens donated a million dollars 
each to three other Houston hospitals. First a million, 
then four million, then 160 million— verily a great oak 
that from a little acorn grew. And the acorn was 
planted by the author of that April 1945 article, 
Robert Jolly, then administrator of Houston’s Me- 
morial Hospital. 





Report on the Starting of 
HOSPITAL LICENSURE 


URING CALIFORNIA’S FIRST year 
D of experience with a hospital 
licensing program, some facts were 
uncovered and some procedures de- 
veloped that may help those who 
face similar experiences in other 
states. 

When the California hospital 
licensing program was_ initiated 
January 1, 1946, routine informa- 
tion in regard to procedure for ob- 
taining a hospital license was sent 
to all known facilities. During the 
year, 846 hospital licenses were is- 
sued, of which 45 were cancelled 
for reasons such as change of occu- 
pancy, discontinuance of operation, 
or change in name of institution, 
leaving 801 facilities under licen- 
sure at the end of the calendar year. 

The classifications and total li- 
censed bed capacities were: 


303 general hospitals 
ssnsarcbesnnpinensted ....-.-- 20,341 beds 
(260 hospitals maintained 
maternity departments; 
43 hospitals did not main- 
tain maternity depart- 
ments) 
maternity hospitals 

567 beds 
maternity homes 
(1 to 3 beds) 
tuberculosis institu- 
tions 
chronic and con- 
valescent facilities 6,491 beds 
other specialized 
hospitals 
clinics providing 
overnight care...... 


39 beds 


4581 beds 


869 beds 


go beds 


801 facilities —............. 29,978 beds 


Of the 801 facilities under licen- 
sure, _632—or 79 per cent—were 
proprietary institutions; 169—or 21 
per cent—were operated under non- 
profit management. 


From a paper given at a meeting of the 
Association of California Hospitals, Feb- 
ruary 12, in Santa Barbara. 
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In mid-April the inspection pro- 
gram was inaugurated, and by the 
middle of November all facilities 
that had been licensed, as of No- 
vember 15, 1946, had been inspect- 
ed by this department, with the 
exception of those in one county 
where the local departments had 
been designated as the inspection 
agents, using our regulations and 
inspection forms and_ reporting 


their findings to this office. After 
the inspection report has been re- 
viewed a letter of recommendation, 
setting forth the changes required 


by the hospital rules and regula- 
tions, is addressed to the superin- 
tendent or the responsible individ- 
ual in charge. As to the time ele- 
ment allowed for instituting these 
changes, more will be said later. 


Adopt Regulation 


In April, the attorney general 
ruled to the effect that the state fire 
marshal had primary responsibility 
for developing minimum fire stand- 
ards and for carrying out fire in- 
spections and granting fire clear- 
ances. As a result of this opinion 
the State Board of Public Health 
adopted the following regulation: 


“All hospitals shall conform to 
the rules and regulations adopted 
by the state fire marshal estab- 
lishing minimum standards for 
the prevention of fire and for the 
protection of life and property 
against fire and panic, and shall 
secure a clearance relative to fire 
safety from the local fire author- 
ity or the state fire marshal, cer- 
tifying that said hospital is 
complying with the minimum 
standards of fire prevention and 
protection established by the 
state fire marshal.” 


Thereafter all licensed facilities 
were notified of the need to obtain 
the required fire clearance. 

The state fire marshal decided to 
make a survey of some 60-odd hos- 
pitals before developing his mini- 
mum fire standards. He consulted 
with local fire authorities, with the 
national fire protective groups, and 
with representatives of the hospital 
association for the purpose of de- 
veloping reasonable regulations. 
Because of insufficient personnel 
and the time required for survey 
and study, the state fire marshal 
was unable to begin making fire in- 
spections until the middle of 1946. 
During the last quarter of 1946 
many fire inspections of licensed 
hospital facilities were made and 
written recommendations sent to 
the hospitals. If the local fire au- 
thority makes the inspection, it is 
to report its findings and recom- 
mendations to the state fire marshal 
so that all fire clearances will come 
from the state fire marshal’s office. 
Some hospitals already have se- 
cured fire clearance, while others 
are in the process of carrying out 
the recommended changes. 

The department realizes that suf- 
ficient time must be allowed for 
proper planning and for execution 
of plans to bring existing hospitals 
up to the standards set by the State 
Board of Public Health. The past 
year actually was a period for sur- 
veying the various facilities under 
licensure and determining the ex- 
tent of the problems and the pre- 
vailing conditions in existing hos- 
pitals. It is planned that a statistical 
study will be made of our findings 
based on inspection reports and an- 
nual reports from the various types 
of facilities. 

We have been making a prelimi- 
nary study to determine the policy 
for improvement of hospital facili- 
ties over a period of several years. 
It is not the intention or the policy 
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of the department to close any fa- 
cilities until such time as other ap- 
proved facilities are available to 
meet the needs of the community. 

No doubt, conditions will be 
found in hospitals in some areas 
of the state that may be detrimental 
to the health and welfare of pa- 
tients hospitalized therein. In such 
cases the department must take the 
necessary action either to have such 
adverse conditions corrected im- 
mediately, or to see that such facili- 
ties cease operating until improve- 
ments have been made. 


Reasonable Compliance 


As time elapses, some of the beds 
found in the present overcrowded 
substandard facilities must be re- 
duced to a number that will give 
reasonable compliance with our re- 
quirements, but such decisions will 
depend upon a-study of the par- 
ticular facilities involved and the 
needs of the community. It is the 
department’s policy to work with 
operators and administrators of hos- 
pitals while plans are underway for 
improvement and expansion of 
their physical plant and equip- 
ment. 

Many of the general hospitals 
will not be required to make exten- 
sive changes, since they comply with 
the majority of our present require- 
ments. In a few hospitals of 100 or 
more beds, there were inadequate 
records and no staff organization. 

The small general hospital, often 
proprietary, has most frequently 
been found to be substandard. Gen- 
erally these facilities have a capacity 
of from 18 to 30 beds. The most 
prevalent deficiencies are: 

1. The buildings are not condu- 
cive to good hospital operation, 
since at the time of construction 
they were not intended for hospital 
use. 

2. Some facilities in two-story 
buildings do not provide enclosed 
ramps or elevators for transporting 
patients safely from one floor to 
another. 

3. They do not have segregated 
departments. 

4. Separate surgery and delivery 
rooms are not provided, and the 
scrub-up facilities in these areas 
are inadequate. 

5. Separate labor rooms are not 
provided, private rooms often being 
used for this purpose. 
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6. Handwashing facilities in the 
nursery and other areas of the hos- 
pital are inadequate and are not 
conveniently located. 

7. Sterilizing rooms are inade- 
quate. 

8. Storage space is insufficient. 

9. Service areas (utilities, nurses’ 
stations and kitchens) are crowded. 

10. They do not have the re- 
quired organized medical staff. 

11. Adequate records are not 
maintained. 

Another substandard group is 
the nursing home that cares for 
chronic or convalescent persons. 
The care of the chronic and con- 
valescent sick is a field that needs 
attention. Next to the need for hos- 
pital beds for acute cases is the need 
for planning and construction of 
nursing homes. ‘The existing nurs- 
ing home many times is operated 
by a practical attendant who may 
have had some nursing training, or 
most often has worked as an at- 
tendant in such a home, and has 
entered into the business of operat- 
ing a nursing home. The reason I 
say ““business” is because some of 
the nursing home operators are 
more concerned with the revenue 
derived than with the type of care 
rendered. They are often deficient 
in the following respects: 

1. The buildings are often dwell- 
ings converted to nursing homes. 

2. Provisions for disposal of 
waste materials and for sterilization 
of equipment are inadequate. 

3. Inadequate space for food 
preparation and storage. 

4. Means for signaling attend- 
ants are insufficient and in some 
instances entirely absent. 

5. Inadequate 
personnel. 

6. Many times there is inade- 
quate medical supervision of pa- 
tients. 


equipment and 


7. They do not maintain ade- 
quate records. 


8. These facilities are often over- 
crowded with completely helpless 
individuals. (There will be a real 
problem involved for some of the 
present nursing homes to obtain 
fire clearance.) 

In this same category are the pri- 
vate tuberculosis nursing homes, 
probably the most substandard 
group, as a whole, under our licen- 


sure. The majority of these facili- 
ties are located south of the Teha- 
chapi Range and have served the 
needs of the communities simply 
because there were no other private 
tuberculosis facilities available. 
These facilities, which vary in size 
from 15 to 100 or more beds, are 
deficient in the following respects: 

1. Buildings are substandard and 
are remote from convenient med- 
ical supervision. 

2. Few have even a fluoroscope 
available, and many times pneumo 
refills are performed in these facili- 
ties. 

3. Incinerators for the disposal 
of sputum cups, tissues and other 
contaminated articles are inade- 
quate, and some of those provided 
are not designed for proper com- 
bustion. 

4. Often there is no equipment 
for sterilization of instruments or 
utensils used by the inmates. 

5. Dishwashing facilities are 
most inadequate. 

6. In many instances there are 
no registered nurses employed, and 
in others there are insufficient reg- 
istered nurses in attendance. 

7. The type of food, both in 
quality and quantity, served in 
many of these facilities leaves mucl? 
to be desired. 


Exempt from Licensing 

During the past year g7 sets of 
plans for alterations or additions to 
existing hospitals, or plans for con- 
struction of new hospitals, have 
been submitted to this department 
for review, recommendations or ap- 
proval. Of the plans submitted, 55 
are for new facilities to be operated 
as proprietary hospitals or nursing 
homes; 29 are for nonprofit hospi- 
tals, and the remaining 13 plans are 
for city or county hospital projects, 
submitted for our comments and 
recommendations in an advisory 
capacity only. These facilities are 
exempt from the licensing program 
at the present time. 

It has been our experience, dur- 
ing the past year, that architects 
have been ‘employed to prepare 
plans for hospital additions or for 
construction of new hospitals with- 
out benefit of adequate consulta- 
tion or advice from experienced 
administrators or personnel work- 
ing in certain sections of the hos- 
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pital. As a result of this practice 
the planning often is inadequate, 
especially as to size, location and 
convenience of storage space for 
floor equipment and supplies, bulk 
storage, central supply, sterilizing 
1voms, utility rooms, and floor and 
main kitchen. _ 

Consequently the consulting ar- 
chitect and I have found it neces- 
sary to spend considerable time 
conferring with architects and indi- 
viduals interested in hospital build- 
ing programs, and have met at fre- 
quent intervals in Los Angeles and 
San Francisco with architects de- 
signing hospitals. 


Consult Supervisors 


I can not recommend too strong- 
ly, first, the necessity of employing 
an experienced architect who will 
take the time to study the essentials, 
design and functions of modern 
hospitals; and second, the desirabil- 
ity of frequent consultations, dur- 
ing the preliminary planning stage, 
with the architect. ‘The various sec- 
tion supervisors of the hospital 
should be consulted on the needs 
of their departments. The depart- 
ment urges architects to refer to the 
literature on modern hospital de- 
sign before preparing their plans. 
a#f the foregoing recommendations 
are followed there will be less criti- 
cism following review of plans, and 
final departmental approval will 
be expedited. 

It has been estimated that there 
is approximately one hundred mil- 


lion dollars worth of hospital con- 
struction contemplated in Califor- 
nia within the next few years. I 
believe that adequate study and co- 
ordination is needed during this 
period of expanding hospital facili- 
ties. The statewide hospital survey 
will be completed shortly and I 
think that each hospital conference 
in the state should review and co- 
ordinate their planning in respect 
to the recommendations made by 
the survey report. 

What will happen to the sub- 
standard hospitals now in opera- 
tion? Many will improve their fa- 
cilities. Some have already come to 
the conclusion that it will take con- 
siderable money and many changes 
to meet present-day requirements 
and to have the continued approval 
of the department; some of these 
facilities are closing, or are plan- 
ning to close, as soon as new hospi- 
tal facilities are available to meet 
the community needs. 

I am sure that some of the exist- 
ing hospitals, which are unable to 
comply with the requirements for 
acute general hospitals, will be 
forced out of operation by compe- 
tition with modern community hos- 
pitals; they may well consider the 
possibility of converting to the op- 
eration of a nursing facility for the 
care of chronic and convalescent 
patients. 

It is not implied that a nursing 
home may be operated in substand- 
ard facilities. Buildings which do 
not meet the requirements for gen- 


eral hospital operation may be able 
to comply with the requirements 
for nursing home facilities and, as 
such, continue to have the approval 
and licensure of this department. 
The need for such facilities is ur- 
gent and from all indications this 
will continue to be the case in the 
near future. 

Although it is not the policy of 
the department to institute pro- 
ceedings against individuals oper- 
ating institutions that require 4 
hospital license we have, on fow 
occasions, found it necessary to 
prosecute three operators for oper- 
ating without a hospital license. 


Operators Were Fined 


The decision in each of these pro- 
ceedings was favorable, in that the 
operator was found guilty and 
fined. These were nursing home 
operators caring for chronic or con- 
valescent patients. The responsi- 
ble individuals contended they 
were not offering care that required 
our license. However, in all in- 
stances, sick individuals requiring 
nursing care, medication and_per- 
sonal assistance were housed in 
these nursing homes. 

The philosophy and the policy 
of the department will be to con- 
tinue to secure improvements in 
the present substandard facilities 
as rapidly as possible, in keeping 
with present day conditions, and 
not to permit substandard facilities 
to commence operation until all 
requirements have been met. 





Some Biblical Allusions to 
CARE of the SICK 


r Is ACCEPTED generally that the 
I hospital evolved out of contri- 
butions to the care of the sick from 
many peoples over a long period 
of time. Since we are prone to live 
only for today, however, we need 
to be reminded often that our cus- 
toms, our ideas and ideals, and our 
whole existence are rooted deeply 
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in the past, and especially that part 
of the past represented in Bible his- 
tory. 

A linking together of pertinent 
references from the Old and New 


‘Testaments forms a chain of medi- 
cal lore that is interesting to per- 
sons engaged in the care of the 
sick. It is helpful to exetutives in 
the hospital field who have intro- 
duced a program of religion and 
health, as it reveals a firm  back- 
ground and true perspective for 
our institutional existence. 
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The principal interest in the care 
of the sick as rendered by the an- 
cient Hebrews lies in a unique rela- 
tionship of religion and health, and 
in the institution of a moral-health 
code. Stern mandates on social mat- 
ters were given, and moral laws, 
such as those pertaining to observ- 


ance of the Sabbath as a day of 


rest, gave the benefits of a health 
program to the people. 

Under the leadership of Moses, 
the moral code and the regulations 
for healthful living were made clear 
to the Children of Israel. The num- 
bering of the people, the dietetic 
regimen, the rules of military camp 
life, the separation of persons suf- 
fering from communicable diseases, 
the rules of isolation and disinfec- 
tion before returning to the main 
camp, and the erection of shelters 
and hospitals were but a few of the 
contributions. They built well the 
foundation that supported a later 
program of social hygiene as a sci- 
ence. 

In the Old Testament, the pro- 
fessions are represented by the phys- 
ician, the apothecary and the mid- 
wife; surgical procedures by circum- 
cision, use of roller bandages, and 
the dressing of wounds; anesthetics 
by the deep sleep that fell upon 
Adam; anatomical organs of the 
body by the heart, liver, gall blad- 
der, kidneys and brain; medicines 
chiefly by those of botanical deriva- 
tion; abnormalities by such condi- 
tions as left-handedness and super- 
numerary digits; epidemics by the 
one that destroyed the Assyrians 
when they came down upon Jerusa- 
lem, in the words of the poet, “like 
a wolf on the fold.” 

Books of the Old Testament pre- 
sent many interesting allusions to 
the art of healing as it was known 
by the ancient Hebrews. They were 
second to none in the care of the 
sick and so superior to all others in 
the field of preventive medicine that 
the founding of prophylaxis is gen- 
erally credited to the Hebrew na- 
tion. 


THE NEW TESTAMENT 


The land of the Hebrews into 
which Jesus Christ came was a 
“pressing throng” of diseased _per- 
sons. The population had _in- 
creased; the accelerated flow of traf- 
fic across the little country had 
brought the vice of the East and 
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West, and the people were more or 
less indifferent to the moral code. 
Sickness and poverty were wide- 
spread and demonology permeated 
the minds, hearts and souls of a 
once brave people. 

Into this confused society came 
Jesus Christ with His positive per- 
sonality, and with His sane mind, 
that recognized underlying causes 
of guilt, suffering and the need for 
help. To Him came the man with 
the afflicted hand, the woman who 
touched the hem of His garment, 
the deaf, the blind, the lame, the 
paralytic, the leprous, the mentally 
ill, the fevered, the demoniacs and 
many others—a group as varied as 
human ills. He healed them, 

“And there was gladness in the 

hearts of men 
Who found their stricken bodies 
whole again.”* 

To the twelve apostles He gave 
the injunction, “Heal the sick, raise 
the dead, cleanse the lepers, cast 
out devils,” and further emphasiz- 
ing the works of mercy and service, 
He related the parable of the Last 
Judgment. According to this para- 
ble, entrance into the Kingdom of 
Heaven is based on ministering to 
the sick, feeding of the hungry, 
clothing of the naked, and the vi- 
tally important service of visiting 
those confined in prison. 

Down the corridor of time after 
two thousand years, there comes to 
us—His professional disciples—the 
injunction “Heal the Sick,” and we 
strive to meet the challenge by un- 
derstanding and fulfilling the mean- 
ing of the parable. Does it mean 
that we should strive increasingly 
to readjust the spiritual and social, 
as well as the physical ills of our 
patients? While the Christian spirit 
of love, sacrifice and devotion to 
mankind shines more brightly in 
hospitals than in many other insti- 
tutions, have we given just em- 
phasis to this type of service in this 
our day of scientific treatment? 

For an answer, we turn to the 
parable of the Good Samaritan, 
which holds within its meaning 
every basic factor of our profes- 
sional obligation. Its meaning im- 
pels us to lift our consecrated serv- 
ice-sights to meet the needs of every 
human being that comes to us for 


*Wrom the poem. “As Many As Touched 
Him,” by Grace Noll Crowell, in the ‘“Up- 
per Room.” 





care. Its meaning impels us to heed 
the implication that we must go 
where the patient is; the “where he 
was” of the parable implies the ob- 
ligation of finding the mental and 
social, as well as the physical ail- 
ments of the patient and rendering 
the needed treatment. 

If the patient is lost in the depths 
of despair, to him we must go. 
With understanding and love, we 
may open the door behind which 
he is hidden, and coming “where 
he is’ we may lift, help and heal a 
troubled soul. The Good Samaritan 
found the man “where he was.” 
Shall we do less when we come 
to consider our modern religion- 
health programs? 


Spiritual Help 


Each of the Biblical allusions to 
care of the sick projects spiritual 
pulleys for the modern sick room. 
They are found in the courage and 
faith of Abraham to renounce the 
many gods of life and accept the 
spiritual resources of the one true 
God; the stamina and steadfastness 
of the Hebrew people; the Mosaic 
roots of Christianity; the under- 
standing of a Christian Doctor 
Luke; the glorious attitude of a St. 
Paul, who thought of his horrible 
troubles as “the slight troubles of 
the passing hour;” and in the 
boundless love and compassion of 
Jesus Christ. 

Add these powerful spiritual pul- 
leys to the scientific treatment of 
our hospitals and we shall have a 
haven of healing in which the 
Christian ideal of service grows 
stronger with the passing of the 
years. 

It is our religious privilege to 
draw upon God and to give Him a 
chance to cooperate with science, 
medical skill and all human aids in 
the healing of bodies and souls. 
When we have drawn upon this 
privilege and when we understand 
the relationship of religion and 
health to its fullest extent, we may 
hope to have earned the benedic- 
tion of the parable of the Last 
Judgment: “Verily, I say unto you, 
inasmuch as ye have done it unto 
one of the least of these my breth- 
ren, ye have done it unto me.” 


REFERENCES 
1. The Bible. ; 
+ Albert Edward, “The Gospel 
in Art.” 
3. Garrison, Fielding H., M.D., “History 
ef Medicine.” 
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INFANT FORMULAS 
No. 2—Preparation Techniques 


PIDEMIC DIARRHEA of the new- 

born can be eliminated in hos- 
pitals if standard techniques are 
followed carefully when preparing 
infant formulas. The ultimate goal 
of every formula room should be: 
Standard technique}~ minimum 
equipment and effort;- maximum 
speed and sterility. 

Both large and small hospitals 
will find the following step-by-step 
methods for preparing infant for- 
mulas complete, practical and valu- 
able. ‘They were developed after a 
bacteriological study of infant for- 
mula preparation techniques at 
Stanford University Hospitals and 
four other California hospitals. 
The results of this survey were re- 
ported in detail in this department 
last month. 


Suggested Method 
For Large Hospital 


Don a freshly laundered cap and 
mask. 

Swas surfaces of working table 
and all containers of evaporated 
milk and other formula ingredients 
daily with 70 per cent alcohol be- 
fore use. 

Scrus nails and hands, arms to 
elbows, for five minutes, using ster- 
ile brush and orange stick for each 
individual. The flow of warm water 
and liquid soap should be operated 
by foot or knee control. 

Don a sterile gown. Rubber 
gloves are not necessary. 

REMOVE sterilized utensils from 
the non-pressure sterilizer in the 
formula preparation room. (Uten- 
sils may be sterilized in the auto- 
clave.) 

Use clean, unsterilized nursing 
bottles and nipple covers and ster- 





This is the second of two articles on 
infant formula preparation techniques. 
The first article was published in the May 
issue of HosPIrTaLs. 
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ile nipples. They should be cleansed 
with a brush in an effective de- 
tergent and hot water. Nipples 
should be sterilized by _ boiling, 
completely submerged for five min- 
utes. 

IF CONCENTRATED carbohydrate 
syrup is used in the standard house 
formula, dilute it with hot tap 
water to a 50 per cent solution to 
facilitate pouring and accurate 
measurement. At Stanford a gradu- 
ated bottle (Figure 1) with a stop- 
cock outlet at the base is used to 
dispense this syrup solution. The 
presence of water in this solution 
should be kept in mind when cal- 
culating infant formula. 

PURCHASE evaporated milk for 
formula in No. 10 cans, thereby re- 
ducing the number of objects han- 
dled with a resultant decrease in 
bacteria present, as well as saving 
labor. Purchase proprietary foods 
in the most convenient size, de- 
pending upon quantity used. 

Use an all metal can opener that 
can be sterilized. 

MEAsurE and mix the formula 





AT Stanford, a graduated bottle with a stop- 
cock outlet at the base is used to dispense 
the carbohydrate syrup solution. (Figure 1.) 





ingredients in a graduated contain- 
er (Figure 2.) with an outlet that 
dispenses the contents directly into 
the bottles. 

IMMEDIATELY place sterilized nip- 
ples and clean nipple covers on the 
formula-filled, clean but unsteril- 
ized nursing bottles. Any method 
of identification of formula is ac- 
ceptable. We have. found that with 
large numbers of formulas it is 
faster to identify the bottle by 
designation of type of formula 
rather than by name of infant. 

AppLy terminal heat to all for- 
mula units soon after preparation 
by placing the completely assem- 
bled unit (bottle, formula, nipple 
and nipple cover) in a non-pres- 
sure sterilizer (Figure 3.) for a 15- 
minute boiling period. The water 
level in the sterilizer should be ad- 
justed so that it is level with or 
higher than the level of the largest 
quantity of formula in the steriliz- 
er, but so that water does not 
touch the nipple cover. (Level of 
water may be controlled by using 
removable overflow pipes of various 
heights.) 

Lactic acid may be added to for- 

mulas after sterilization and chill- 
ing, by using a sterile syringe and 
needle, and injecting the acid 
through the nipple (Figure 4) 
while shaking the bottle. The nip- 
ple cover is raised only high 
enough to plunge the needle 
through the rubber nipple. 
‘ Coot formulas rapidly to tap 
water temperature by turning steam 
off and opening cold water jet to 
admit tap water to sterilizer. This 
takes about 15 minutes. 

PREPARE special formulas, which 
are made in smaller quantities, in 
the same manner with a few ex- 
ceptions. Those containing pow- 
dered ingredients should be mixed 
in an electric blender. ‘The type we 
use has an agitator that is part of 
the removable container and can be 
sterilized daily. (Figure 5). Use a 
quart measure and funnel for meas- 
uring and pouring the smaller 
quantities of formulas. 

WHILE this is not an aseptic tech- 
nique, for added protection thor- 
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oughly wash all equipment after 
use, and autoclave or boil in the 
non-pressure sterilizer from which 
water has been drained and where 
it may remain until used. (We add 
a sliced lemon to the water in steril- 
izer to prevent formation of scum.) 

A FORMULA warming device (Fig- 
ure 6) should be a part of the stand- 
ard equipment in all large nurs- 
eries. Formulas in the nursing 
bottles may be rapidly and con- 
veniently warmed in a hot flowing 
water bath with pipe overflows. 
Nipple cover should not be re- 
moved until just prior to inserting 
nipple in baby’s mouth. 


Further Recommendations 


@ In new construction, two ad- 
jacent rooms should be set aside foi 
the iormula unit. This is not a clin- 
ical necessity but may be required 
in some cities by law. It does allow 
dor formula preparation and bottle 
washing to go on at the same time. 
Their location should be as near to 
the nurseries as possible. 

One room. should be the “dirty” 
room in which all soiled glassware 
and utensils are received and pre- 
pared for use. The “clean” room 
should be reserved for the prepara- 
tion and sterilization of formula. 
Neither room should be used for 
any-purpose not connected with for- 
mula preparation. When the same 
room is used for bottle washing 
and preparing the formula, a sepa- 
rate sink should be installed for 
hand scrubbing purposes. During 
formula preparation no other activ- 
ities should be going on. 

@ Once preparation of formulas 
has begun no other persons should 
be admitted into the room. 

@ A staff dietitian should super- 
vise the preparation of formula at 
all times. Using our present tech- 
nique at Stanford, three persons 
(supervising graduate dietitian, stu- 
dent dietitian and student nurse) 
complete the formula preparation 
for an average census of 50 babies 
within a two-hour period. 

@ Infant formula prescriptions 
should be standardized as much as 
possible within the hospital so that 
the variety of house formulas will 
be reduced to a minimum. 

@ We have found that with the 
exception of lactic acid, and for- 
mulas to which vitamin concen- 
trates containing vitamin C are 
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INGREDIENTS are measured and mixed in this graduated container fitted with a dispensing 


outlet. The moving 





BOILING water non-pressure sterilizer has overflow pipes of various heights. (Figure 3.) 





A STERILE syringe 





















































parts of this mixer are shown in the photograph at the left. (Figure 2.) 





and needle are used to inject lactic acid through the nipple. (Figure 4.) 
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AN slectric blender is used to mix formulas 
containing powdered ingredients. (Figure 5.) 


added, all other formulas — in- 
cluding proprietary foods — may 
be sterilized regardless of the direc- 
tions on the package, provided they 
are mixed with an electric blender. 
Sterilizing may destroy certain of 
the vitamins, but we have felt that 
the vitamin preparation given to 
the infant in other forms meets all 
needs. 

@ To save time, we recommend the 
use of bottles permanently marked 
with the type of formula contained 
in them. If the number of house 
formulas in the hospital is reduced 
to three types, three sets of bottles 
are used, each with a permanent 
label. During the daily washing, the 
bottles are sorted and separated in- 
to three racks. 

@ A large size non-pressure steril- 
izer should be a standard fixture in 
a formula preparation room. It 
should have a cold water inlet for 
cooling the formula units and a 
steam inlet for heating the water 
rapidly. 


A hot water inlet will further 





UNABLE to buy a satisfactory bottle rinser, Stanford Hospital made its own. (Figure 7.) 
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reduce the time required to bring 
the water to the boiling point. Re- 
movable overflow pipes of varying 
heights make it possible to adjus: 
the water in the sterilizer to th¢ 
desired levels. 

A large metal container with an 
outlet for dispensing the formula 
directly into the nursing bottles 
should be a standard fixture in the 
formula preparation room. It 
should be large enough to hold the 
maximum quantity of formula pre- 
pared at any one time. It should be 
calibrated in ounces so that the 
fluid contents of the formula may 
be measured as they are poured in- 
to the container. 


Speeds Preparation 


A single container, in which the 
fluid contents may be measured as 
they are poured, greatly reduces 
the number of utensils necessary in 
the preparation of formula and 
speeds the process of preparation. 
The dispensing outlet reduces the 
time required to fill large numbers 
of nursing bottles. 

@ To insure a thorough rinsing of 
the nursing bottles and to reduce 
the time consumed in preparing 
them, a mechanical bottle rinsing 
device should be obtained. To date 
we have not been able to obtain a 
satisfactory commercial bottle rins- 
er. We have been using a bottle 
vinser (Figure 7) made to order 
in our machine shop. Bottles are 
stored upside down in racks (Fig- 
ure 8). 

@ Refrigerator temperatures 
should be checked twice daily and 
kept at 50° F. or below. 

@ As an assurance that the prope) 
technique is in continual operation, 
daily bacterial counts should be 
made on the formula. 

@ Periodic physical examinations 
by a staff physician should be re- 
quired of all personnel working in 
the formula preparation room. This 
examination should include a rou- 
tine throat and stool culture and 
chest x-ray. Persons having skin 
lesions, respiratory infections or 
diarrhea should not be permitted to 
work in the formula preparation 
room. 

@ We have discontinued use of dis- 
tilled or sterile water in our formu- 
la preparation and are now using 
tap water. Since the content oi 
water varies in different localities, 
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DEXTROSE LV. 
(usually a good prescription) 


DEXTROSE WITH 


B- COMPLEX 


(always a better prescription !) 








WHY CUTTER VITADEX-B? 


“By giving glucose, you push up the metabolism and 
the utilization of those vitamins which are necessary, 
without replacing them. As a result, the suspicion is 
growing that much of the disability and possibly part 
of the mortality following surgical operations is due 
to this effect on a patient with a low vitamin reserve 
at the time of operation.”’* 


That’s just where Cutter Vitadex-B bridges the gap— 
providing, in addition to dextrose, 4 major B factors— 
to kindle the spark necessary for effective metabolism 


of caloric intake. 


Vitadex-B is unique in that it contains not only the three 
respiratory vitamins (thiamine, nicotinamide, riboflavin) 
—but alsd pyridoxine. This last component has been 


*Sebrell, W. H., Jr., et al: J. Pediat. 22: 494-607, April, 1943 
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found to produce almost dramatic results in correcting 


extreme fatigue and muscular weakness. 


Note this advantage, too: With Vitadex-B, your patient 
undergoes only one infusion. Physician and hospital 
staff are involved in only one procedure. 


Next time you prescribe ‘Dextrose I.V.,” why not 
specify Vitadex-B—to 






fortify the therapy? 
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Cutter !aboratories, Berkeley 1, Calif. 












our procedure cannot be considered 
a general recommendation without 
careful experimentation. 


Suggested Method 
For Small Hospital 


Don a freshly laundered cap and 
mask. 

SwaB surfaces of working table 
and all containers of evaporated 
milk and other formula ingredients 
daily with 70 per cent alcohol be- 
fore use. 

Ir a non-pressure sterilizer or 
other boiling equipment is not a 
part of the formula room, then 
open pack with autoclaved equip- 
ment, using outer wrapping as a 
drape for formula preparation 
table. 

Scrus nails and hands, arms to 
elbows, for five minutes, using ster- 
ile brush and orange stick for each 
individual. The flow of warm water 
and liquid soap should be operated 
by foot or knee control. 

Don a sterile gown. 
gloves are not necessary. 

Use clean, unsterilized nursing 
bottles and nipple covers and sterile 
nipples. They should be cleansed 
with a brush in an effective de- 
tergent and hot water. Nipples 
should be sterilized by boiling, com- 
pletely submerged for five minutes. 

Ir CONCENTRATED carbohydrate 
syrup is used in the standard house 
formulas, dilute it with hot tap 
water to a 50 per cent solution to 
facilitate pouring and _ accurate 
measurement. (Figure 1.) The pres- 
ence of water in this solution is to 
be kept in mind when calculating 
infant formula. 

Ir vOLUME of formula warrants, 
purchase evaporated milk for for- 
mula in No. 10 cans, thereby reduc- 
ing the number of objects handled 
with a resultant decrease in bac- 
teria present, as well as saving labor. 
Purchase proprietary foods in the 
most convenient size, depending up- 
on quantity used. 


Rubber 


Use an all metal can opener that 
can be sterilized. 

MEAsvrE and mix formula ingre- 
dients in graduated container, and 
pour into nursing bottles. (Figure 
2.) 

IMMEDIATELY place sterilized nip- 
ples and clean nipple covers upon 
the clean, unsterilized formula-filled 
bottles. Any method of identifica- 
tion of formula is acceptable. 
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WHEN not in use, nursing bottles are stored 
upside down in portable racks. (Figure 8.) 


AppLy terminal heat to all for- 
mula units soon after preparation 
by placing the completely assem- 
bled unit (bottle, formula, nipple 
and nipple cover) in a non-pressure 
sterilizer (Figure 3.) for a 15-minute 
boiling period. The water level in 


the sterilizer should be adjusted so 
that it is level with or higher than 
the level of the largest quantity of 
formulas in sterilizer, but so that 
water does not touch the nipple 
cover. (Level of water may be con- 
trolled by using removable over- 
flow pipes of various heights.) 

Lactic acid may be added to for- 
mula after sterilization and chilling 
by using a sterile syringe and 
needle, and injecting the acid 
through the nipple (Figure 4.) 
while shaking the bottle. The nip- 
ple cover is raised only high enough 
to plunge the needle through the 
rubber nipple. 

Ir a boiling water, non-pressure 
sterilizer is not available for use, the 
formula may receive terminal steril- 
ization in a vegetable steamer at 
5 pounds steam pressure for 10 
minutes. 

Rapipty cool formula to room 
temperature in a flowing water 
bath of cold water and immediately 
refrigerate at a temperature no 
higher than 50° F. 


Further Recommendations 


The recommendations given un- 
der the suggested method for infant 
formula preparation in a large hos- 
pital (see page 67) apply also to 
the small hospital. 
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Wartime Industrial Feeding Program Ends 


THE WARTIME INDUSTRIAL FEED- 
ING program, organized to give as- 
sistance with the in-plant feeding 
of workers, was terminated May 28. 

One method of assistance was 
through industrial feeding work- 
shops and conferences sponsored by 
the Department of Agriculture and 
local groups. 

At a workshop held in Kansas 
City April 22-23, Myrtle Quimby, 
a commercial food service man- 
ager, discussed “Training Person- 
nel.” Miss Quimby feels that almost 
every person, can be trained for 
some job, and that it should be an 
employer's obligation to make some- 
thing out of every employee. 

Prospective employees are 


screened by the personnel depart- 
ment, then interviewed by the cafe- 
teria manager. In the first inter- 
view each applicant is encouraged 
to discuss his experience, reasons 
for leaving his last job, and his at- 
titude on absenteeism. If considered 
desirable for employment, the poli- 
cies of the company are explained 
carefully. Special emphasis is placed 
on the fact that the cafeteria has 
only one job: To serve the custo- 
mers, and the job means doing the 
thing that needs to be done. 

Miss Quimby says she cannot ac- 
cept this statement from a worker, 
“That isn’t my job.” In hospitals 
this remark is often heard from 
employees. Perhaps dietitians would 
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also find it helpful to emphasize 
this point during the interview. 

The employee’s cafeteria at Em- 
ery, Bird, Thayer Company is con- 
sidered essential for good employee 
relationships, and the president 
feels that the employees of the store 
are no better than the food they eat. 
A liberal subsidy is provided for 
the cafeteria, and the manager is 
expected to give a good selection of 
nutritious and appetizing foods. 
Anyone may choose a well-balanced 
meal every day in the week with 
little repetition. 

The training program for food 
handlers makes it clear that those 
who come to the cafeteria are cus- 
tomers. The cafeteria employees 
also are told that the employee- 
customers have the privilege of do- 
ing anything in the dining room 
that they would do at home; this 
makes the cafeteria employees more 
tolerant of irregularities that are 
bound to occur. 


Taken to Work Area 

New employees are taken to the 
job area where they will work, in- 
troduced to their fellow workers, 
and given a general idea of their 
regular duties and the area they are 
responsible for. Each employee in 
Miss Quimby’s organization has a 
definite area that is his responsibil- 
ity to keep clean and in good order. 

Restrooms and locker rooms are 
shown, and employees are told 
about the time sheets. At first, close 
supervision is given, but this is 
done in such a way that it is not 
too obvious to the employee. 

If he does anything well, Miss 
Quimby says, “We make it a defi- 
nite point to tell him we like it. If 
his working techniques do not reach 
our standards, we make it a point 
to show him our way of doing it. 
If he cannot accept constructive 
criticism, I call him into the office 
for a little chat. I try to make this 
interview just conversation about 
our way, and how we hope that he 
will try to meet our expectations. 
The employee goes back to his job 
(we hope) in a good frame of mind 
and again tries to learn his job. 

“Very often it is necessary to have 
several interviews before we reach 
an understanding. After a series of 
such interviews they are told that 
they are on probation, and if they 
are almost in the hopeless class, we 
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send them to the personnel officer 
where they are shown where they 
are failing.” 

A definite effort is made to give 
the cafeteria employees the feeling 
that they are essential to the success- 
ful operation of the cafeteria. They 
are made to feel that the health of 
the plant depends upon them. 
When compliments are given, they 
are repeated to the worker, and in 
a subtle way complaints are passed 
on to the workers, also. 

The employees follow the health 
department inspections with great 
interest, and they really want to 
know the results. Miss Quimby says 
that when the report comes in it is 
read to the employees, and it is 
often sufficient in itself to correct 
conditions. 

Meetings are held frequently to 
discuss problems. Sometimes they 
are called by the supervisors, but 
more often at the request of the 
employees. Discussion is encouraged 
and solutions to problems are 
worked out together. This is time- 
consuming, but Miss Quimby feels 
that it is more effective and satisfy- 
ing, although it would be much 
quicker and easier for the manager 
alone to make a decision. 

One of the greatest accomplish- 
ments is the low rate of absenteeism 
resulting from the policy of allow- 
ing employees to arrange for time 
off in advance. 

“Restaurants do not attract the 
cream of employees,” says Miss 
Quimby, “but I do believe good em- 
ployees can be developed, if facili- 
ties to teach and train are provided. 
It requires good supervisors, who 
have an adequate knowledge of 
preparation and service of good 
food, high sanitation standards, 
much patience and understanding 
of human beings. Weil-trained per- 
sonnel makes for a happy organiza- 
tion that can and will meet its 
customers with a smile and good 
service. This elevates the plant 
morale and tends to promote a 
more progressive organization.” 


Enriched Bread and Flour 


The National Research Council, 
through the committee on cereals of 
the Food and Nutrition Board, has 
issued a pamphlet, “Bread and 
Flour Enrichment, 1946-47.” It de- 
scribes the situation now prevailing 
in each state since War Food Order 








Number 1, directing that white 
bread be enriched, ceased to have 
effect on a nationwide basis. 

All agencies that supported the 
enrichment program in the past are 
continuing to do so at the present 
time. These include the Council of 
State Governments, American Pub- 
lic Health Association, American 
Medical Association, and the Asso- 
ciation of State and ‘Territorial 
Health Officers. 

Especially important is the strong 
support being given the program 
by the U. S. Public Health Service. 
Arguments advanced against en- 
richment legislation are answered 
in the pamphlet. 

The map included in the pamph- 
let indicates that 19 states have 
legislation requiring bread and 
flour enrichment. It is interesting 
to note that since publication of 
the pamphlet, the Oklahoma and 
Kansas _ legislatures have passed 
bread and flour enrichment bills. 

The pamphlet is available from 
National Research Council, 2101 
Constitution Ave., Washington 25, 
Ds; 


Dairy Conference 

The annual summer conference 
of the National Dairy Council will 
be held June 15-19 at the Edgewater 
Beach Hotel, Chicago. 

Directors and staff members of 
affliated units of the National 
Dairy Council from more than 50 
of the leading marketing areas of 
the nation will attend. 

“This program,” said President 
Milton Hult of the Dairy Council, 
“is for training, for coordination 
and for exchange of ideas and plans. 
It is vital to the whole structure of 
our nutritional research and educa- 
tion. 

“It is comparable in professional 
character to the technical meetings 
of the American Medical Associa- 
tion. It is at our summer confer- 
ence that we can—by exhibits, dis- 
cussions and planned events, with 
addresses by authorities in various 
technical fields—revise and add to 
our educational structure, to better 
meet the nutritional needs of the 
American public, and to coordinate 
every element of the Dairy Council 
program for better service.” 

—MArRGARET GILLAM 
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For over 30 years hospital people have been 
asking us “Exactly what do you mean by 
‘Unconditionally Guaranteed’?” 

We have answered the question in a hundred 
ways, but we have never tried to establish a 
definition. Whatever the dictionary may say, 
you and you only, are the final judge. No fine 
type. No confusing clauses. No time limita- 
tion. A guarantee of dimensions and material 
and quality and weight — of course. But more 
than that. It is a guarantee of service value. 


Never before has such a guarantee meant so 
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much to you as it does today, for never before 
was merchandise in such a state of flux. Never 
before has that guarantee required more cour- 
age on our part. And never before have we 
been more in earnest about it. 


You won't find the definition of “Uncondition- 
ally Guaranteed” in 
any book. But you will in a Nutshell... 
find it in the exper- 
ience of thousands of 


Will Ross customers. 
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“Reference Guide 


SMALL HOSPITAL MEDICAL LIBRARIES 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have veen published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 


This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


HE RETURN OF Doctors from mil- 
gee service and the continuing 
emphasis on refresher courses for 
practicing physicians means that 
many of them are interested in re- 
viewing the published literature on 
those subjects of particular impor- 
tance to them. Even the small hos- 
pital is bound, by the approval 
standards of the American Medical 
Association and the American Col- 
lege of Surgeons, to provide a mini- 
mum medical library for its medical 
staff. 


In small hospitals where it is 
impractical to employ a fulltime, 


trained medical librarian the med- 
ical record librarian very often is 
in charge of the reference library as 
well. There are logical reasons for 
such a decision. The principal dis- 
advantage is that too often the press 
of the records work precludes the 
librarian from having sufficient 
time to be of real help to the med- 
ical staff in giving this additional 
service. The administrator must al- 
low for this added responsibility in 
the job analysis, and provide for 
a definite number of hours each 
week to be assigned to the medical 
library. 

In the approved courses for med- 
ical record librarians, orientation 
and some practical work in the fun- 
damentals of library science are in- 
cluded. The purpose of this depart- 
ment this month is to list and note 
briefly one book and some of the 
articles that have been written to 
ielp the medical record librarian 
take care of a reference collection 
and give reference service to the 
doctors in her hospital. A coopera- 
tive plan in which several small hos- 
pitals may join to secure more ade- 
quate facilities also is described. 
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“Handbook of Medical Library Prac- 
tice.” Edited by Janet Doe. Chicago, 
American Library Association. 1943. 609 
pages. $5. 

p As a standard text on the organ- 
ization and administration of a 
medical library, this book serves as 
an individual guide to the person 
without previous experience who is 
setting up a medical library. Which 
of the various classification sched- 
ules to use is an important decision, 
and they are described with instruc- 
tions for their use. Principles of 
cataloging and sources for the ac- 
quisition of material are discussed. 
Correct form of bibliographies and 
lists of reference are outlined. Pro- 
cedures for ordering books and 
journals, recommended practice for 
entering journals and suggestions 
for binding, the setting up of verti- 
cal files for reprints and clippings 
are practical aids to the librarian. 


“Organization of Medical Library Facili- 
ties to Aid Interns and Residents.” L. 
Margueriete Prime. Bulletin of the Ameri- 
can Association of Medical Record Li- 
brarians. 15: 45-49, December 1943. 

p Miss Prime, librarian of the Amer- 
ican College of Surgeons, presented 
this paper at a national meeting of 
the American Association of Med- 
ical Record Librarians. It is there- 
fore slanted to the point of view 
of the medical record librarian re- 
sponsible for the medical library. 
She discusses financial support, con- 
trol through an advisory committee 
of the medical staff, duties of the 
librarian, regulations to insure fair 
use of the library by all the doc- 
tors. Indexing briefly the current 
journals and posting the lists on a 
bulletin board is one way the li- 
brarian can help the hard-pressed 
doctor. The importance of inter- 
library loans—how the small library 


can use the resources of nationally 
known medical libraries and large 
ones in the hospital’s own area—is 
brought to the attention of the 
librarian. 


“This Medical Library Gets Around.” 

Albert E. Casey, M.D. and Eleanor H. 
Hidden, R.R.L. Modern Hospital. 63: 69 
70, August 1944. 
} Cooperative library service to in- 
clude several small hospitals is one 
way of assuring greater resources 
for each. If the hospitals are located 
in a reasonably close area, such a 
plan can be carried out with all the 
hospitals sharing the cost. 

Dr. Casey and Miss Hidden de- 
scribe how this system has been 
worked out by a group of hospitals 
in northern Alabama. With several 
hospitals in Birmingham and others 
in outlying areas participating, < 
fulltime librarian was employed to 
be responsible for the administra- 
tion of this cooperative library. In 
each of the hospitals one person, 
usually the record librarian, was 
made responsibile for the perma- 
nent collection in that hospital and 
for the return of any material bor- 
rowed from another hospital. ‘The 
collections in the hospitals were 
divided into two groups: One, a 
basic group of books and journals 
that were non-circulating, the 
others, a group that could be bor- 
rowed. 

Each hospital purchased its own 
books and journals with the guid- 
ance of the librarian and the ad- 
visory committee of the medical 
staff, so that each hospital sub- 
scribed to different journals and 
did not purchase duplicate titles. 
The journals are circulated to the 
other hospitals routinely, and the 
bound copies are shelved in the hos- 
pital that originally purchased the 
subscription. 

A master file of all the books and 
journals is kept in the central li- 
brary where the librarian works 
one-half day. She spends the re- 
maining time in the other hospitals 
and in obtaining requested material 
from sources other than the co-oper- 
ating hospitals. Research and refer- 
ence service by a qualified librarian 
is thus available to physicians in 
hospitals outside the city. While 
there are a few obvious disadvan- 
tages to such a plan, its advantages 
outweigh them. 
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With the mounting demands for 
surgical solutions, whole blood and 
plasma, progressive hospital plan- 
ning considers the economic impor- 
tance of the FLUIDS PRODUC- 
TION SUPPLY—a vital, central- 
ized service embracing facilities for 
processing requirements independ- 
ent of outside sources of supply. 








FENWAL EQUIPMENT 


not only offers unprecedented safety and economy in the preparation, steril- 


ization, storage and administration of Sterile Solutions . . . a major part of 
its component elements are actually essential to the blood bank facility 
as well. 


Nationwide hospital experiences substantiate the consistent degree of accu- 
racy and safety attainable by any properly trained attendant . . . far less 
difficult than that of collecting blood and producing plasma. Hospitals, 
large or small, can benefit by this timely installation . . . only negligible 
space is required. 
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Ciba chemists dare not 
spare these rods 


tae IS a photomicrograph of “rod” organism responsible for dysentery 
(Shigella dysenteriae). The study of such organisms, and how to control 
them, is a phase of the work of the bacteriologists at the Ciba 

Research Laboratory. 


The results of their studies, integrated with the observations and 
findings of other Ciba investigators, are important to the development 
of Ciba pharmaceuticals. 


This process of development usually takes years. It includes within its 
“span: discovery and experimentation... laboratory tests and assays... 
clinical trial. ..and—finally—manufacture in the Ciba plant under 
careful laboratory check and control. 


Thoroughness such as this, regardless of time and cost, is typical 
of Ciba and explains the high Ciba standards of potency, 
quality, purity and safety. 


Sunburn Season 
Here Again 


An anesthetic ointment, Nupercainal 
affords prompt and lasting relief in 
the treatment of simple burns. It is 
equally effective in alleviating the 
pain of hemorrhoids and other 
conditions requiring prolonged 
surface analgesia. Nupercainal is 
available in 1 oz. tubes and 1 ib. jars. 





Nupercainal (brand of dibucaine ointment) 
Trade Mark Reg. U. S. Pat. Off. 
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Tomorrow’s Medicines 
from Today’s Research 


HOSPITALS 


Medical Review 


Develop Specific Treatment for 
SERUM SICKNESS 


NE OF THE INTERESTING develop- 
O ments in medicine is the dis- 
covery of a specific method of treat- 
ing serum sickness. Using this new 
procedure, all manifestations of se- 
rum sickness were completely abol- 
ished within a period of two or 
three hours. 

Serum sickness appears frequent- 
ly in patients receiving antitoxins 
and antisera for such diseases as 
meningitis, diphtheria, snake bite, 
and other illnesses for which a sim- 
ilar serum is needed. 

Among the common symptoms of 
serum sickness are generalized skin 
manifestations such as hives, and 
there may be fever and swollen 
lymph glands. The symptoms begin 
several days after administration of 
the serum and may continue for 
some time. Serum sickness is one of 
a group of allergic manifestations, 
such as generalized urticaria and 
asthma-like conditions. 

The new drug is known as Bena- 
dryl. It has certain structural sim- 
ilarities with aminophylline, pyri- 
benzamine and procaine. ‘These 
also have been under investigation 
recently for the control of certain 
allergic reactions. The first report 
on the successful use of procaine in 
the treatment of serum appeared in 
April 1946. Procaine was adminis- 
tered intravenously. 

Now in the April 26, 1947 issue 
of the Journal of the American 
Medical Association, Peterson and 
Bishop publish what is apparently 
the first report of the use of bena- 
dryl in the treatment of true serum 
sickness. Although their series of 
cases is small, the results are ex- 
ceedingly dramatic. Benadryl has 
the advantage of being given orally, 
of being tolerated in large doses, 
and except for occasional nausea 
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when large doses were given, the 
drug was tolerated without side re- 
actions. Benadryl has also been re- 
ported effective in the generalized 
hives occurring with penicillin 
therapy. 

No doubt a word of caution is 
indicated. Promising early reports 
must be re-evaluated in the light 
of widespread experience. The pros- 
pect that some of the troublesome 
allergies may be conquered soon 
with specific remedies of value is 
most encouraging and warrants con- 
tinued intensive medical and phar- 
maceutical research. 


Eye Bank and Branch 


One of the newer voluntary 
health agencies is “the Eye Bank 
for Sight Restoration, Inc.” This 
organization received its certificate 
of incorporation February 21, 1945, 
since which time it has made con- 
siderable progress with the collec- 
tion and distribution of eyes. The 
corneas of these eyes are used as 
material for the transplantation 
operation. 

Mrs. Aida de Acosta Breckin- 
ridge, executive director of the Eye 
Bank, credits its progress, in great 
measure, to the splendid coopera- 
tion of the nation’s hospitals and 
their administrators. 


The Eye Bank should solve the 
previously difficult problem of 
bringing the patient and the donor 
cornea together at one and the same 
time. Now by consulting the Eye 
Bank a sterile, preserved eye is im- 
mediately air-shipped to the hos- 
pital or surgeon. 


As has been true of many other 
voluntary services, the Eye Bank 
has encountered basic difficulties. 
There is a shortage of ophthalmic 


surgeons competent to do this type 
of surgery. 

The charter of the Eye Bank is 
very broad in scope. Perhaps the 
most dramatic function is the col- 
lection and distribution of eyes. 
Among its other functions, how- 
ever, are the conduct—directly or 
indirectly—of research and experi- 
mentation; the maintenance of lab- 
oratories and central points of in- 
formation; and the provision of aid 
(including financial aid) to any per- 
son or organization engaged in sav- 
ing, restoring, aiding or preserving 
eyesight, or in aiding to prevent or 
avoid blindness. 

The Eye Bank under these provi- 
sions of its charter has granted a 
number of scholarships to ophthal- 
mologists for training in the technic 
of corneal-grafting. Presumably, as 
funds are available the bank will 
continue to emphasize the prepara- 
tion of surgeons to perform this 
valuable service for patients. 

“Foreign ophthalmologists wish- 
ing to study at the Eye Bank have 
come to us from all parts of the 
world,” Mrs. Breckinridge states. 
“In recent months we have had 
physicians from Switzerland, China, 
India, the Philippines and Pales- 
tine.” 

The headquarters of the Eye 
Bank for Sight Restoration, is in 
New York City (210 E. 64th Street). 
Hospitals may obtain detailed in- 
formation regarding technics by 
writing to that address. The bank 
recognizes the need for regional 
branches and in fact such a branch 
has been established in Chicago to 
serve the Middle West. The branch 
receives and distributes eyes from 
and to hospitals and surgeons in 
that area and ships surplus material 
to New York. Should the Chicago 
branch be unable to meet its de- 
mands, calls are referred directly to 
New York. 


Abscess Treatment 


Tuberculous abscesses, which had 
not been helped by any other treat- 
ment, apparently were permanently 
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cured by the application of hydro- 
gen peroxide dressings two to six 
times daily over a period of four to 
11 months. A special form of hydro- 
gen peroxide, somewhat more stable 


than the common household vari- ° 


ety, was used. 

Tuberculosis is capable of pro- 
ducing what is known as “cold 
abscesses” that continue to drain 
over extremely long periods of time. 
They have always been difficult to 
treat successfully, and tend to re- 
lapse. The four cases in which suc- 
cessful treatment with hydrogen 


peroxide has been reported were 
watched for a year following com- 
pletion of treatment; during this 
time there was no relapse. (“Hydro- 
gen Peroxide Versus TB,” Science 
News Letter, p. 194; March 29, 
1947-) 


Urticaria from Penicillin 


The low incidence of undesirable 
reactions to penicillin is an advan- 
tage not seen with many other 
drugs. Complications do occur, how- 
ever. The most frequently encoun- 
tered reactions affect the skin, and 
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the most common of these is hives 
(urticaria). Hives may be so ex- 
tensive that the entire body is cov- 
ered with large urticarial wheals, 
making it necessary to discontinue 
the penicillin. 

Generalized hives occur often 
enough to warrant selectivity in 
the use of penicillin. The frequency 
of generalized hives is suggested by 
the observations of Dr. Donald M. 
Pillsbury and his co-workers at the 
University of Pennsylvania. ‘They 
noted 15 cases (an incidence of 1.8 
per cent) in the first 824 cases of 
syphilis treated with penicillin. 
Experience indicates that these re- 
actions are more likely to recur 
when patients have repeated courses 
of the drug. 

Fortunately some of the penicil- 
lin sensitive patients can renew 
treatment, although under a. sys- 
tem of management which is quite 
complex and time-consuming. But 
the length of attacks of hives and 
the chances that there will be a re- 
currence when penicillin is again 
administered cannot be accurately 
predicted. The indiscriminate use 
of penicillin is discouraged. (“The 
Management of Urticaria,” JAMA, 
p. 1255; April 26, 1947.) 


Bacitracin Therapy 

About four years ago while treat- 
ing a compound fracture of the 
tibia in a 7-year-old girl named 
Margaret Tracey, Dr. F. L. Mele- 
ney and Balbina Johnson discov- 
ered a new antibiotic agent. They 
discovered a bacillus which could be 
easily grown and which produced a 
powerful active antibiotic principle. 
In honor of the patient, this new 
antibiotic was called bacitracin. 
Finding that the active principle 
was not toxic for laboratory animals 
and was effective against a wide 
range of pathogenic bacteria, stud- 
ies were begun on its use in the 
treatment of human infections. 

In the first 100 cases studied it 
was found that bacitracin was ac- 
tive against many organisms of the 
staphylococcic and nonhemolytic 
streptococci groups that were re- 
sistant to penicillin or the sulfona- 
mide compounds. Bacitracin does 
not appear to be irritating or 
toxic. It is not inhibited by plasma, 
blood, pus or broken down tissue, 
or body organisms which produce 
penicillinase. Penicillinase ( a by- 
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7 mime CARDIAC POSITION 


You’ll marvel at the work one nurse can 
do with the Simmons All-Purpose Bed! One 
secret of its remarkable versatility is the 





famous Deckert Multi-position Spring with 
which the All-Purpose Bed is equipped. By 
means of three conveniently located cranks, 





over a dozen adjustments can be made. 


Quickly and easily, without tugging or lift- 
ing, Trendelenburg, Fowler, Cardiac, Bed- ACCESSORY FEATURES OF THE SIMMONS 
pan and other positions may be obtained. U “ALL-PURPOSE” MULTI-POSITION BED 








Bed ends have sockets built into each © High, stationary, sturdy End Guard. 
i bed post and concealed by stainless 
vantages, too! A large number of accessories steel baffle bars with slide closures. 


The All-Purpose offers many other ad- 

® Portable Irrigation Rod can be inserted 
in any of the four corners. 

gives it the practical flexibility every busy Bed posts equipped with brackets for in- @ Portable Balkan Frame—complete—in- 

stallation of sliding Safety-Sides. stalled by merely placing each upright 

i High, sliding “Safety-Sides” are very in the four corner.bed post sockets. No 

pital Supply Dealer now! sturdy. They hook on easily to brackets. clamps are needed. ; 


Sinumone Company. Hostal Division 


inate Rooms: Chicago 54, Merchandise Mart New York 16, One Park Avenue 
San Francisco 11, 295 Bay Street . Atlanta 1, 353 Jones Ave., N.W. 


hospital needs. Check up with your Hos- 


JUNE 1947, VOL. 21 79 











product of mixed infections) has 
the power of inactivating penicillin. 
So far no bacteria are known in 
mixed infections that have the ca- 
pacity of inactivating bacitracin. Fi- 
nally, bacitracin is effective against 
some of the organisms which are not 
susceptible to penicillin. 

In the 100 cases reported — all 
surgical infections such as deep ab- 
cesses or infected operative wounds 
—88 per cent gave a favorable re- 
sponse. (“Bacitracin Therapy,” 
JAMA, p. 675; March 8, 1947.) 





CURRENT HEALTH CONDITIONS 


| A statement from the Division of Public Health Methods, 
| U. S. Public Health Service, through the month of April 1947. 





Smallpex—During the latter part of 
April the attention of health officials 
in the country was turned toward small- 
pox. This was not because of any sizable 
increase in the national total of cases 
reported. (As a matter of fact, the total 
reported during April for the entire coun- 
try was only 45 as compared with 60 for 
the corresponding month of 1946 and 44 
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during April 1945.) The excitement was 
due to the fact that about 13 of the cases 
were reported in a space of two weeks 
in a part of the country where there has 
been no smallpox seen for years—in and 
near New York City. 

The fact that the original case was 
apparently brought all the way to New 
York City from Mexico by bus was also 
a cause of concern to health officials. As 
is now usual when this disease occurs 
in the metropolitan aréas of the country, 
its appearance was sufficient to set in 
motion large-scale preventive measures— 
in particular, a campaign of vaccinations. 
Scattered cases were also reported from 
Texas and Oklahoma and, a little later, 
in Missouri and New Mexico. 

Influenza—The incidence of reported 
cases of influenza during the first two 
months of this year had given hopes 
that the entire winter of 1946-1947 would 
be a mild one in this respect. But starting 
in March and continuing in April the 
number of cases increased quite marked- 
ly. In these two months they ran at a level 
10 times as high as has been observed 
in the corresponding months of the four 
previous years, but it should be remem- 
bered that fluctuations of this sort are the 
rule rather than the exception in in- 
fluenza. 

In January 1944, for example, there 
were about 275,000 cases reported as 
contrasted with the 20,000 in January of 
this year, but in April of this year there 
were nearly 82,000 reported, as contrasted 
with just over 7,500 in April 1944. For 
the first 18 weeks of 1947 there have been 
290,000 cases recorded. 

The figures for recent years were: 183,- 
ooo in the first 18 weeks of 1946; 59,000 
in the same period of 1945; 330,000 in 
1944; and 70,000 in 1943. During March 
of this year it was a central belt of 
states including Texas, Oklahoma, Arkan- 
sas, Iowa, Kansas, and Colorado that was 
chiefly responsible for the increase in in- 
fluenza. 

By April, Kansas and Colorado, the 
western-most part of this belt, had shown 
a considerable drop and the center had 
shifted eastward to include Virginia, West 
Virginia, Tennessee, and Alabama. By the 
week ending April 26, influenza was on 
the decline in almost all parts of the 
country. A small increase in mortality ap- 
parently accompanied this year’s influenza, 
as evidenced by weekly statistics on deaths 
from all causes in large cities of the 
country. 

Poliomyelitis — Poliomyelitis has been 
reported more frequently in 1947, to date, 
than in any of the four preceding years. 
However, April proved to be the first 
month of the year to show an improve- 
ment over the same month of the previous 
year. Usually April has a higher inci- 
dence of poliomyelitis than March, but 
this year the two months were about the 
same in that respect. 
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Weigh led Excellence 


Today’s precision technic demands sutures of matching excellence 


The test of any suture is its performance. The 
processing of Curity Catgut centers around this 
concept. The seven essential characteristics of 
fine sutures, shown above, are balanced in 
Curity Catgut. No one quality is achieved at 
the expense of others, yet a/] are more than 
adequate to meet clinical demands. 


Thus gauge uniformity and strand surfacing 


are not achieved at the expense of tensile 
strength, nor minimal irritation reached 
through sacrifice of absorption control. Al] 
characteristics combine to form a tool that 
does justice to the surgeon’s skill. For today’s 
precision technic, specify Curity Catgut—a 
truly finer tool of balanced quality. 
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SIT Bacon Library 


Presenting a Current Commentary 


ON MEDICAL CARE 


PROCEEDINGS OF THE CONFERENCE ON PRE- 
VENTIVE MEDICINE AND HEALTH Eco- 
Nomics, held at the School of Public 
Health, University of Michigan, Ann 
Arbor, 1946. 245 pages. 

AN THE CONFERENCE on Preven- 

tive Medicine and Health Eco- 
nomics, professors of preventive 
medicine and public health from 
medical schools in this country and 

Canada gathered to discuss papers 

presented by members of their own 

group and invited speakers. 

The “Proceedings” include these 
papers and the discussions that fol- 
lowed their presentation. The pa- 
pers were on the varied aspects of 
preventive medicine and its integra- 
tion into the medical school cur- 
riculum, the importance of the de- 
veloping field of health economics 
and the best methods of teaching 
the subject in medical school. The 
place of the hospital in preventive 
medicine is emphasized with sug- 
gestions for extending the hospital’s 
services to the family group and 
community, in addition to the cura- 
tive efforts focused on the patient 
in a hospital bed. 


Regionalization of hospital facili- 
ties to provide for consultation and 
specialist services, and the increas- 
ing trend toward group practice all 
tend to improve the quality of gen- 
eral practice. Dr. Hugh Leavell, 
professor of preventive medicine, 
School of Public Health, Harvard 
University suggested there should 
be more actual work with patients 
in preventive medicine courses. 
This would mean, of course, that 
members of this staff should have 
hospital and clinic appointments. 

Running through the general 
tenor of the discussions is the con- 
cept of “treating the patient as a 
whole”—why did the patient get 
sick? Reorganization of outpatient 


82 


departments to include pay, as well 
as part-pay and welfare patients, 
must take place to bring about the 
fullest application of the resources 
of preventive medicine. 

Dr. Basil C. MacLean, director of 
Strong Memorial Hospital, Roch- 
ester, N. Y., presented the social 
and economic problems of the hos- 
pital, and pointed out an increas- 
ing problem of the teaching hospi- 
tal—the decrease in so-called teach- 
ing or ward patients — because of 
the higher level of income and the 
growth of insurance plans. He sug- 
gests an adjustment in staff organ- 
ization and the greater use of semi- 
private and private patients for 
teaching. 

The last days of the conference 
were given to the broad subject of 
health economics: How can ade- 
quate medical care be made avail- 
able to everyone? Insurance plans 
were discussed by Thomas A. Hen- 
dricks, secretary of the Council on 
Medical Service of the American 
Medical Association, Dr. Dean A. 
Clark, medical director of the 
Health Insurance Plan of Greater 
New York, and Nathan Sinai, Dr. 
P. H., professor of public health, 
University of Michigan. 

Practical suggestions for proper 
content of medical school curricula 
covering these subjects were offered 
in some detail and are contained 
in the “Proceedings.” As current 
commentary on trends in medical 
care, the entire book is well worth 
careful reading. 


British Hospital Survey 


THe Hospirat SurvEYS, THE DOMESDAY 
Book OF THE Hospirat Servicers. Nuffield 
Provincial Hospitals Trust. Oxford, Eng- 
land, University Press. 1946. 24 pages. 


In 1941 the British Ministry of 


Health and the Nuffield Provincial 
Hospitals Trust appointed 10 teams 
of surveyors to evaluate the hospi- 
tal situation in England. The sur- 
vey has been completed-and the 
results compiled in 10 Blue Books 
of considerable length. 

This concise pamphlet summa- 
rizes in brief the findings of the 
surveyors, which become almost 
monotonously unanimous. While 
the development of hospital care 
in the United States has not fol- 
lowed precisely the same pattern as 
in England, there is a similarity in 
the present weaknesses. 

Lack of an actual “hospital sys- 
tem” based on a definite plan is the 
fundamental defect. Other factors 
named by the surveyors include: 
Local pride, which has been respon- 
sible for building hospitals in areas 
improperly proportioned; the tend- 
ency of general practitioners to at- 
tempt surgery and treatment be- 
yond their ability in small “cottage 
hospitals”; rhaldistribution of spe- 
cialists as well as general medical 
men; lack of coordination between 
voluntary and  government-con- 
trolled hospitals, and failure to 
provide adequate outpatient facili- 
ties when the hospital was built. 


Inadequate care of the chronical- 
ly ill is the subject of an extremely 
sharp attack by the surveyors, who 
have stressed not only the shortage 
of beds, but also the increasing 
amount of medical and nursing 
knowledge of chronic diseases nec- 
essary to care for these patients. 
The surveyors criticized the over- 
building of infectious disease hos- 
pitals and recommended that they 
be a part of a large “centre hospi- 
tal.”” Home nursing and followup 
care of the discharged patient 
should be more closely controlled 
by and centered in the hospital. 

The foregoing inadequacies and 
inefficiencies are the results of a 
hospital system that is not really a 
system, but services that just grew 


haphazardly. Correcting them is one 


of the aims of the health bill. 
(Continued on page 83) 
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Attendants’ Curriculum 


MINIMUM CURRICULUM AND SYLLABUS FOR 
SCHCOLS OF ATTENDANT NURSING. Issued 
by the Approving Authority for Schools 
for Nurses and Schools for Attendants. 
The Commonwealth of Massachusetts. 


1945. 36 pages. 

The approving authority for 
schools of nursing in the Common- 
wealth of Massachusetts has pub- 
lished this first curriculum estab- 
lishing the minimum educational 
requirements for attendant nurses 
in that state. A representative com- 
mittee of physicians, nurses and one 
hospital board member assisted in 
preparing the curriculum. 

The curriculum provides for a 
total of 15 months of instruction 
distributed as follows: Probationary 
period of two months for orienta- 
tion of the student to hospital prac- 
tice and some rudimentary instruc- 
tion; one and one-half months for 
a course in cooking, dietetics, mar- 
keting and household work com- 
bined with elementary classroom 
instruction in anatomy, physiology, 
bacteriology and similar subjects, 
and 1114 months for hospital train- 
ing. This information is supple- 
mented by instructions to cover all 
the material outlined in the cur- 
riculum, and for vacations. 


It is recommended that the in- 
struction and practice outlined for 
the six-week period be provided by 
a practice house such as is main- 
tained by the Household Nursing 
Association in Boston. Training in 
the home is not a requirement of 
the minimum curriculum. 

It is recommended that the 15- 
month course be followed by not 
less than four months of actual 
nursing in homes under the super- 
vision of an instructor. Suggestions 
are offered for the adoption of the 
curriculum to the training of male 
attendants. Hospitals and _ other 
institutions contemplating training 
programs for practical nurses and 
attendants should find this book 
very helpful.—M.C. 


Cost Analysis Manual 


Cost ANALYSIS FOR SCHOOLS OF NURSING; 
A Manual of Methods and Procedures. 
Compiled and edited by Lucile Petry, 
Office of the Surgeon General, and Louis 
Block, U. S. Public Health Service. U. S. 
Government Printing Office. 1947. 77 
pages. 35 cents. 


This pamphlet is primarily a de- 
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scription of the technique evolved 
during a cost study of 45 selected 
hospital schools of nursing that was 
begun by the U. S. Public Health 
Service in 1944. This study was un- 
dertaken to obtain information that 
would assist the Public Health Serv- 
ice in judging the reasonableness of 
tuition and fees charged by any 
school of nursing receiving federal 
grants under the U. S. Cadet Nurse 
Corps program. 

Two introductory chapters of the 
pamphlet, covering general cost 
analysis matters as related to hospi- 
tals and schools of nursing, are ex- 
cellent but perhaps too brief. The 
first deals with fundamental cost 
concepts and is written by Charles 
A. Rovetta of the University of 
Chicago. The author of the second 
chapter, which treats of the theory 


_of departmental cost analysis, is 


Stanley A. Pressler of Indiana Uni- 
versity. 

The remaining sections of the 
pamphlet deal, not with the find- 
ings of the study of the 45 schools 
of nursing, but with only two 
schools: “X’” Hospital School and 
“Y” Hospital School. The sections 
pertaining to “X” Hospital School 
include, in addition to worksheets, 
an explanation of the techniques 
and procedures used in arriving at 
the end-result costs. 

The explanatory comments fre- 
quently refer to the text, “Adminis- 
trative Cost Analysis for Nursing 
Service and Nursing Education,’” by 
Pfefferkorn and Rovetta, published 
in 1940 by the American Hospi- 
tal Association and the National 
League of Nursing Education. 

Although this earlier text ap- 
proaches the whole problem with 
a slightly different cost concept, it 
is more detailed and basic-than the 
new pamphlet, and might well also 
be consulted by hospital adminis- 
trators, nursing school directors and 
accountants who have a _ limited 
background of cost analysis train- 
ing or experience. 

The authors set forth for “Y” 
Hospital, which is referred to as a 
hospital of 115 beds and 25, bassi- 
nets, a nursing school cost report 
consisting of 12 worksheets and 
seven exhibits. Although no com- 
ments on procedure accompany the 
material pertaining to this school 
of nursing, the schedules generally 
are self-explanatory, and should 


serve as guides for those hospital 
executives who are interested in 
making cost analyses in their own 
schools of nursing.—W.H.M. 


Psychiatric Nursing 
TEXTBOOK FOR PSYCHIATRIC ATTENDANTS, 

Laura W. Fitzsimmons, R.N., B.S., M.A. 

New York, The Macmillan Company. 

1946. 332 pages. $3.50. 

Miss Fitzsimmons, who is now 
chief neuropsychiatric nurse in the 
Veterans Administration, has long 
given active support to improving 
the quality of care for patients in 
mental institutions. She has been 
chairman of the Committee on Psy- 
chiatric Nursing of the National 
League of Nursing Education and 
nursing consultant to the American 
Psychiatric Association. 

This committee has furthered the 
study of systematized training for 
attendants, realizing that the ratio 
of graduate nurses per patient is 
very low. In 1945 the committee 
published a “Manual for the Train- 
ing of Attendants in Mental Hos- 
pitals” as the foundation for a stand- 
ard program of attendant training. 

The manual, designed for the use 
of instructors, is now supplemented 
with this textbook for the attend- 
ants themselves. Even in those hos- 
pitals that have not yet established 
formal training courses, the text- 
book would be of great value as 
individual instruction for the at- 
tendants. 

Miss Fitzsimmons emphasizes in 
the introduction that some proce- 
dures have been included that may 
seem beyond the responsibility of 
the attendant. This situation may 
not make for the best possible care, 
but some of these procedures must 
be carried out by the attendant in 
lieu of adequate graduate nursing 
care. The book itself is well-organ- 
ized, having such sections as emer- 
gencies and first aid, ward house- 
keeping, special therapies, nursing 
care of patients according to group 
classifications, as well as a lengthy 
chapter on treatment procedures. 

For the benefit of the new attend- 
ant with no previous experience, 
there is a well defined list of terms 
commonly used and peculiar to the 
mental hospital. Because of its care- 
ful preparation and simplicity of 
style, the book can be recommended 
as basic for all attendants work- 
ing with these patients. 
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NOW... ACE Adhesive (No. 10) in 


a a Adhesive Cotton Elastic Bandage 


NEW 


TESTED 
ECONOMY 
PACKAGE 


ESPECIALLY DESIGNED FOR HOSPITAL USE 


The Ace Adhesive Bandage (No. 10) combines the elasticity and wearability 
of the famous Cotton Ace, plus the advantage of a carefully prepared adhesive 
coating ... Especially desirable for: phlebitis, impetigo, post operative bandaging 
and in many other fields where occlusive dressings are indicated. 


NOTE these 5 advantages 
of the ACE Adhesive Bandage (No. 10) 
a Smooth semi-permeable adhesive backing is water-repellent. 


New “APPA” es Skin irritation is practically eliminated. 
Professional : : ‘ : " , 
Pack © Easier to bandage, insuring uniform persistent elastic pressure. 
ckage 
@ Insures retention of elastic qualities for both stretch and tension. 


© New packing has been Factory tested, and assures adequate 
non-dry-out. 
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FOR THE ACE ADHESIVE No. 10 “APPA” 
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Purchasing 


A Look at the Philosophy Behind 
HOSPITAL BUYING 


HE PHILOSOPHY OF PURCHASING 
‘ip concerned primarily with the 
answer to the question: What is the 
purchasing agent seeking? The an- 
swer is a simple one; it can be ex- 
pressed in a single word. 

It is not sheets, clinical ther- 
mometers, laundry and_ kitchen 
equipment, cleaning supplies, or 
food. These are the details of his 
job; they might be listed as the 
objects of the consumer’s quest. 
But the particular characteristic of 
the professional purchasing officer's 
work, the thing that sets him apart 
from the ordinary consumer-buyer, 
the distinctive contribution that he 
makes to the administration and op- 
eration of a hospital, or of any in- 
dustrial or institutional operation, 
is that in all these things he is seek- 
ing value. 

Like a great many other simple 
words and answers, this one has sev- 
eral different aspects. At least three 
of these should be considered here. 


1. The purchasing agent is con- 
cerned with value in terms of dol- 
lars. We don’t like to measure hos- 
pital service in dollar terms. As a 
matter of fact we don’t, for in the 
great majority of cases, hospital 
service is provided at a loss. Yet the 
available dollars represent a dis- 
tinctly limiting factor to the serv- 
ice that can be offered. 

That-is all the more true when 
we reflect that hospital operating 
costs have increased by 60 per cent 
since 1940, and that new construc- 
tion and equipment costs are up in 
the neighborhood of $9,000 a bed 
today. And since these operating 
deficits are met by public funds and 

From a paper presented by Mr. Heinritz 
at the Institute on Hospital Purchasing 


held at the Penn Sheraton Hotel, Phila- 
delphia, April 14-18. 
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STUART F. HEINRITZ 
EDITOR, PURCHASING MAGAZINE 
NEW YORK CITY 


private benefactions that come to 
us as a trust, there is a special ob- 
ligation in hospital administration 
to make every dollar go just as far 
as possible. 

To the very considerable extent 
that these expenditures represent 
purchased items and supplies that 
come within the jurisdiction of the 
purchasing officer, it is his responsi- 
bility to stretch the purchasing 
power of the dollar to its utmost 
efficiency. 

This is a highly specialized tech- 
nique, involving a great deal more 
than the comparison of bids and 
prices. It means knowing where to 
seek and find the most favorable 
sources of supply; determining 
when and how much to buy; analyz- 
ing and anticipating requirements 
so as to formulate a sound purchas- 
ing policy and program; handling 
and accounting for stores, receipts 
and issues; maintaining records of 
cumulative experience gained in 
successive transactions as a guide 
to future purchases; organizing for 
competent and economic perform- 
ance of the procurement function. 

Right now there is an added re- 
sponsibility of keeping informed 
and taking advantage of special 
privileges in acquiring materials 
from the government’s war surplus. 

Purchasing should not be carried 
on as an incidental or side line 
activity, subordinated to general ad- 
ministrative or professional respon- 
sibility, or handled on the basis of 
superficial judgment. 

2. The purchasing agent is con- 
cerned with value in terms of the 


products that he buys. This phase 
of value also takes many forms. It 
is expressed in the utility and last- 
ing properties of supplies and the 
efficiency of equipment. It is ex- 
pressed in quality, the accuracy and 
dependability of instruments, the 
purity of chemicals and pharmaceu- 
ticals; there can be no compromise 
when human life, health and suffer- 
ing are in the balance. It is ex- 
pressed in the confidence and satis- 
faction of the medical and surgical 
practitioners who have the personal 
responsibility for the welfare of 
their patients. 

This aspect of value means that 
the purchasing agent must be able 
to define quality by acceptable and 
measurable standards. He must be 
able to recognize quality, and to 
project it in terms of the results to 
be achieved. He must institute the 
controls necessary to insure that the 
quality standards are observed rigid- 
ly—so the hospital staff can. do its 
work well and maintain the stand- 
ards of hospital service. 

3. The purchasing agent is con- 
cerned with value in terms of the 
eficient use of human time and 
talents. One of the great problems 
facing hospitals today is the short- 
age of all types of qualified person- 
nel—administrators, supervisors, in- 
terns, nurses, technicians, dietitians, 
dispensers, aides and all the rest. 
These are all highly specialized re- 
sponsibilities, and the available tal- 
ents must be conserved and used 
most effectively. 

What is the purchasing agent’s 
concern with personnel and train- 
ing, and the performance of the 
various necessary functions that lie 
outside of his department? Simply. 
in the recognition—on the part of 
everyone concerned — that purchas- 
ing too is a. specialized responsi- 
bility. Like every other specialized 
function, purchasing contributes to 
value in two ways: First, by the 
competent fulfillment of its own 
share in the operation as noted 
above—better purchasing; second, 
by relieving the others of procure- 


85 





ment worries so that they can de- 
vote all their time, attention and 
energy to being better superintend- 
ents, supervisors, technicians or 
dietitians. 

Thus the specialized training and 
experience in many fields, which is 
so essential to adequate hospital 
service, is conserved and directed 
into its proper channel, another 
and very important aspect of value. 

This is the dual purpose inherent 
in the policy of functional organiza- 
tion and the delegation of responsi- 
bility in any field. It is assumed to 
be the objective in any organiza- 
tion where centralized purchasing 
and a responsible purchasing officer 


are a part of the organization plan. 
Too often when it comes to pur- 
chasing, certain reservations and 
strings are attached, and a part of 
the responsibility is retained by 
those who ought to rely on the pur- 
chasing agent to do the whole job. 

To this extent, the quest for 
value is impeded by those very ad- 
ministrative officers and boards that 
should be most concerned with eff- 
cient operation. Thus unwittingly 
perhaps, they defeat their own pur- 
pose by spreading themselves too 
thin; they do a half-way job by tak- 
ing or retaining responsibility for a 
function that is just as specialized 
as that of the surgeon. Let superin- 











tendents and directors also con- 
sider the philosophy of purchasing, 
which is the quest for value. 

The purchasing function is a busi- 
ness managment function, and its 
commercial significance is obvious. 
The constant and consistent search 
for value determines the direction 
of technical and industrial research, 
and prompts the development of 
facilities that in time become our 
sources of supply. 

The search for value—rejecting 
shoddy quality and workmanship— 
is the one effective means of main- 
taining quality standards in a mar- 
ket so hungry for almost anything 
that will serve a purpose that the 
acceptance standards of the buying 
public have been lowered substan- 
tially. 

Add this all together and it can 
be summarized by saying that this 
unremitting quest for value can be 
the determining factor in maintain- 
ing or improving the national 
standard of living. This standard is 
compounded not only of the num- 
ber of dollars we have to spend, but 
more basically of the purchasing 
power of the dollar, how far it will 
go, and the type and quality of 
products obtainable in exchange 
for it. 

Staff Earns Acclaim 

That applies very definitely to 
the living (or operating) standards 
of hospitals—the extent and quality 
of the service they are enabled to 
render. This is not to claim that 
purchasing alone can provide the 
answer. No hospital will ever be 
acclaimed for the excellence of its 
purchasing department; its — pre- 
eminence will rightly be judged by 
the skill of its professional staff. 

Even so, if our institutions are to 
be of maximum service and value 
to the community, the skills of the 
doctor, surgeon and nurse must be 
extended by the facilities that are 
provided through skillful purchas- 
ing and administration. 

This can be a well justified source 
of pride and satisfaction to each 
one who contributes to this final 
result through his own specialized 
responsibility. It can be very signifi- 
cant indeed, to the extra 10 per cent 
or 15 per cent of those to whom ade- 
quate hospitalization may be made 
available because of these added 
values. 
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And because he specializes, he becomes 
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more efficient, more experienced, more 
valuable with each new patient. 

Rhoads and Company specializes too— has 
for over 50 years—in Hospital Textiles. And 
has likewise grown, in comprehension and 
technical knowledge, in ability to meet the 


special requirements of hospitals with the 
utmost satisfaction to them. 

That’s one reason why more than five 
thousand hospitals from coast to coast think 
first of Rhoads and Company when they con- 
sider their textile requirements and howthey 
can best be met under today’s conditions. 


TAO Anywhere in Continental United States just pick up the phone and call PHILADELPHIA... 
WALNUT 2-8922 and don’t hesitate to reverse the charges whether inquiring or ordering. 


RHOADS & COMPANY 


SPECIAQCQISTS IN 


ROS FT At 


Pee ees Stmce 1e°e 1 


87 





Wholesale 


Price 


Indexes 


HE PURCHASING POWER of the 
ues dollar has been slip- 
ping gradually since 1939. When 
price controls were dropped last 
year the dollar took a good tumble. 
By March a dollar was buying an 
average of only 66.8 cents worth of 
commodities at wholesale prices. 
‘That value was based on dollar-for- 
dollar value in 1926. 

The records show a peak value 
for the dollar in February 1933. At 
depression prices the dollar was 
worth $1.67. As business recovered 
the dollar’s purchasing power came 
down. During 1942 it was almost at 
par. It had a purchasing power of 
$1.01 that year. The next year the 
purchasing power slipped to 97 
cents; to 96.2 cents in 1944 and 94.5 
cents in 1945. 

For fuel and lighting materials 
the dollar still looked good in 
March. It was worth 99.2 cents on 
the average for this group. For 
other commodities the value was 
down. The dollar’s purchasing 
power was rated at 54.8 cents for 
farm products, 59.7 cents for foods, 
71.6 cents for textile products, 50.9 
cents for cotton goods, 56.3 cents 
for building materials, and 54.7 
cents for drugs and pharmaceu- 
ticals. 

The average 66.8 cents value still 
was seven cents better than the 59.8 
cent value for the dollar in May 
1920, the highest priced month fol- 
lowing World War I. The weekly 
index numbers of wholesale prices 
began to level off during March. 
During April and the first week of 
May the average for all commodi- 
ties reached a plateau and showed 
signs of a downward trend (see Ta- 
ble I). 
Prices in many conmnodity groups 
still were climbing, however. There 
were three exceptions. Prices of 
dairy products were on a seasonal 
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TABLE 1—A HIGH PLATEAU 


Weekly Index Numbers of Wholesale Prices—1926 =100 
% change 

May 3 1-4-47 5-4-46 
1947 to 5-3-47 to 5-3-47 
146.7 +5.5 +33.5 
162.7 +4.0 +47.0 
147.7 —15.5 +26.2 
143.9 +11.8 +5.0 
204.2 +12.1 +84.1 
151.3 +9.0 +56.6 


May 4. Apr5 Apri12 Apr19 Apr 2 

COMMODITY 1946 1947 1947 1947 1947 

All commodities 148.8 148.1 147.2 146.8 
All foods 164.4 163.0 162.2 160.3 
Dalry WrOMUcts 6... cocaine 153.1 152.9 151.6 146.0 
Fruits and vegetables......... 140.6 140.0 138.6 . 141.7 
199.7 197.5 195.7 195.6 
152.2 149.3 151.9 150.8 
PUIWOCUR OREN oi54 6 302s 4145.0. 15:0 TARO: 1132. 172:8 —1.0 +8.3 
Bituminous coal............. 149.6 149.8 150.0 150.0 150.0 +3.8 +15.8 
Electricity i 65.8 65.8 65.8 65.8 64.9 +0.3 —9.0 
80.7 80.7 84.2 84.2 84.2 +4.3 +6.6 
127.3: 727.3 27:3. 127.3 127.5 +9.1 +14.5 
195.5 196.6 193.7 189.9 189.1 +4.4 +37.6 
183.0 183.1 183.2 174.7 174.7 —3.7 +56.4 
78 *177T9 «6T7BA 6178 0 SO 178:S +14.3 +41.0 
134.5 135.0 135.4 135.4 135.4 +3.7 +12.5 
113.1 1134 VSS 35 113:5 +6.1 +10.7 
269.9 269.9 971.2 271.2 273.3 4924.4 +59.3 
176.2 1762 1766 174.7 1746 +11.7 +61.4 
1162 165° 1165 .1465. 1165 +103 +173 
we 0 Mi Me Me. te +6.3 +6:3 
143.9 143.9 143.9 143.9 143.9 +79 +27.0 


Cereal products 


Woolens and worsteds....... 
Cotton goods 

Drugs and pharmaceuticals 

All building materials 

Brick and tile 


OIE ae haa 0n Poke 
Paint and paint materials 
Plumbing and heating materials . 
Structural steel 
Other building materials... .. . 

The Weekly Index is calculated from one-day-a-week price. It is designed as an indication of week to week 
changes and should not be compared directly with the monthly index. 

ource: Bureau of Labor Statistics. 








TABLE 2—A DOLLAR DECLINE 


Monthly Index Numbers of Wholesale Prices—1926 =100 


March March March March March March March 
COMMODITY 1935 1937 1939 1941 1943 1945 1946 


All commodities 87.7 76.7 81.5 103.4 105.3 108.9 
Farm products A 94.1 65.8 716: T2328 37:2 1334 

87.5 70.2 75.2 107.4 1046 109.4 
Textile products i 78.3 66.6 78.4 97.3 99.7 104.7 
Cotton goods : 94.0 63.7 81.1 1126 119.9 132.9 
Fuel and lighting materials A 76.2 73.1 72.0 80.3 83.4 85.0 
Building materials i 95.9 89.8 99.5 110.4 117.1 124.9 
Drugs and pharmaceuticals FE 92.0 Pe a 97.2 1060 1068 111.7 
Raw materials i 90.1 70.1 75.3 4120 195.7 120:5 
Semi-manufactured articles é 89.6 74.6 83.4 93.0 95.0 100.4 
Manufactured products k 86.4 80.2 84.2 100.5 101.6 104.5 
Purchasing power of the dollar.. .$1.259 $1.139 $1.304 $1.297 $967 $950 $.918 


Source: Bureau of Labor Statistics. 











decline. By the first week in May 
they were 15.5 per cent lower than 
at the first of the year. 

Anthracite coal prices during the 
same period were down an average 
1 per cent. This was because the 
prewar practice of granting dis- 
counts on coal purchases during 
the spring months was being re- 
sumed. Drug and pharmaceutical 
prices averaged 3.7 per cent less 
than prices at the first of the year. 

The cost of building materials 
was still rising: Up 14.3 per cent 
since the first of the year and 41 
per cent since the corresponding 
week the preceding year. Lumber 
prices led the way, although the 
Bureau of Labor Statistics reported 
that prices of lower grades of south- 
ern pine declined slightly. As a 


group, food prices were 47 per cent 
above last year’s level but only 4 
per cent higher than at the first of 
the year. 


WAA REVISION 


The War Assets Administration 
is revising its administrative or- 
ganization to keep its disposal pro- 
gram moving. The reason, says 
Robert M. Littlejohn, WAA ad- 
ministrator, is that “the markets 
for surplus have now shrunk. Sev- 
eral months ago we enjoyed a sell- 
er’s market. Now we have to cope 
with a buyer’s market.” 

The first quarter report for 1947 
said that the agency had disposed 
of $16,000,000,000 worth of surplus 
property and had another $13,000,- 
000,000 to get rid of. In addition 
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ate 


OAMEX 


Listen to the Voice of Firestone Monday Evenings over NBC 


imagine 
a mattress 


that’s a comfort 


to handle, too! 


What patient wouldn’t rest like a 
baby on the cloud-soft, air-and-latex 
cells of a buoyant Foamex Mattress! 

But did you ever stop to think that Foamex 
mattresses are a comfort to handle, too! In 
days of nurse and help shortage, hospital 
superintendents report Foamex mattresses cut 
hours of back-breaking shifting, lugging, 
moving drudgery. Gone too, are mattress 
replacement and remaking costs. Foamex is 
electronically processed—all in one piece. 
No springs or innards to shift, sag, lump 

or break down. More Foamex mattresses 

are becoming available for hospitals. 
Consult your supplier, or write Firestone, 
Akron for your free Foamex booklet. 





there will probably be another 
$5,000,000,000 worth after Congress 
decides on the size of the future 
armed services. One-third of the 
inventory consists of industrial 
plants and production equipment. 
The remainder is chiefly items that 
are in long supply or left over from 
previous sales. 

Four the changes recently 
made are: 


of 


1. A new Priority Claimants Di- 
vision has been set up. The Vet- 
erans Division, the Public Interest 


Division (which served hospitals, 
educational institutions and gov- 
ernment groups) and the Small 
Business Branch will be grouped 
together under the new division. 
It will be charged with setting up 
an equitable distribution system 
for priority groups. One of the 
tasks scheduled is early revision of 
its set-aside list. 

John R. Campbell will serve as 
director and Arthur G. Eaton as 
deputy director. Mr. Campbell has 
been director of the Veterans Divi- 
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COSTS 


@ Looking for another way to slash rising 


costs? Then how about your cleaning tools? 


Actual wear-down tests prove that the 


Fuller Floor Brush has. triple the life of 


ordinary floor brushes. Combinations of 


Bristle, Nylon, Hair and Fiber mixtures, 


hand-set in cement. Solid hard wood blocks. 


Handles supplied with all floor brushes. 


For further information write today. 


FULLER FLOOR BRUSH 
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INDUSTRIAL DIVISION, DEPT. 846 
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sion and Mr. Eaton director of the 
Public Interest Division. 

2. Federal agencies, state and lo- 
cal governments and their subdivi- 
sions, and public health and educa- 
tional claimants applying for pub- 
lic benefit allowances are not re- 
quired to make cash deposits at 
sales. All others must now make 
deposits at fixed price, bid and auc- 
tion sales. 

3. Surplus ambulances will be 
sold to purchasers who certify that 
the equipment will be used for 
ambulance purposes only. No sale 
will be made unless the purchase 
contains a certification from the 
state health department that a need 
for the ambulance service exists in 
the community the purchaser ex- 
pects to serve. Priority sequence 
will be observed. 

4. More customer service centers 
will be set up. There are 70 now 
operating with 18 in the process of 
preparation. WAA plans to open a 
total of 100 centers in potential 
buying areas. Complete sales trans- 
actions can be made in many cen- 
ters. 

STREPTOMYCIN 

Streptomycin production has in- 
creased to the point where leading 
producers and government officials 
now see the possibility of dropping 
controls on this drug by early 1948. 

This action depends on three fac- 
tors: Completion of new plants on 
schedule; ironing out idiosyncra- 
cies in production, and evaluating 
results of the research program that 
will indicate how useful streptomy- 
cin will be. 

The producers industry advisory 
committee predicted that the cur- 
rent monthly production might be 
doubled by the end of the year (to 
1,000,000 grams per month) . ‘They 
estimated that production during 
April and May would exceed 500,- 
000 grams monthly. 

The producers agreed that ex- 
port control is essential if domestic 
needs are to be met during the 
coming year. A majority of the pro- 
ducers thought that the present al- 
location system, which provides do- 
mestic distribution controls, should 
be continued until new plants are 
in operation and larger supplies 
become available. 

The situation is similar to the 
previous control program for peni- 
cillin. Controls on that drug were 
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OXYGEN at @ moment’s notice... 
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P An uninterrupted supply of oxygen at the turn of 


ORK 


LY «a valve is available in hospitals having-a piping dis- 
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tribution system for oxygen. Oxygen is piped directly to 

the bedside from manifolded cylinders or from a CASCADE 

oxygen storage unit. Administrators in hospitals with such 
installations agree that a piping system results in economy, con- 
venience, and psychological benefits to patients and staff. The article 


“CASCADE Oxygen System Reduces Risks and Costs,” which appeared 


<_ [/ in MODERN HOSPITAL, tells what this system can do for your hospital, 


Linde will supply reprints of this article on request. Ask for Reprint C. 


SUPPLY PIPE 


10).0'46)3)\) 


THE LINDE AIR PRODUCTS COMPANY 


Unit of Union Carbide and Carbon Corporativi: 
30 East 42nd Street  []qa New York 17, N. Y. 
Offices in Other Principal Cities 
In Canada: Dominion Oxygen Company, Limited, Toronto 


The words “Linde” and ‘‘Cascade” are trade-marks of Union Carbide and Carbon Corporation or its Units 
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dropped prematurely and had to 
be reinstated at one time. 

Two major and three minor pro- 
ducers now supply the entire 
amount of streptomycin. Other 
companies that had priorities as- 
sistance to build new plants will 
start or increase production soon. 

Formerly under the Civilian Pro- 
duction Administration, the dis- 
tribution program now is a func- 
tion of the Office of Materials Dis- 
tribution of the Department of 
Commerce. The change-over was 


made May 5 in compliance with an 
executive order that ended CPA 
and the Office of ‘Temporary Con- 
trols. 


SURPLUS PROPERTY 


War Assets Administrator Robert 
M. Littlejohn wants all priorities 
except those of the federal govern- 
ment taken out of the surplus prop- 
erty sales program. He would like 
to see this done by December 31. 

He also would like to see the 
War Assets Administration liqui- 





|QUESTION: What disinfectant is a 


must in most Modern Hospitals? 


Ist CLUE: You wouldn’t think of using anything else for 
disinfection of sharps or for perineal care. (After all, a 
dependable disinfectant is vital in these instances.) 


2nd CLUE: Every drum gives you a uniform phenol coefficient 
of 5. (Compared to ordinary cresol compounds with a phenol 


coefficient of 2 or less.) 


3rd CLUE: It’s economical. (You can instruct your staff to 
measure it instead of pouring it. In other words, a little 


goes a long way.) 


4th CLUE: Doctors always .. (Aw, you must have guessed it 


by now.) 


| ANSWER: It's Dependable, 


Economical 


Brand Disinfectant 
REG.U.S. PAT. OFF, 


Yes, “Lysol” fits perfectly into the needs of up-to-date 


hospitals. 


Its dependability makes it essential where disinfection 
is vital. Its economy makes it desirable throughout the 


institution, for cleaning walls and floors. 


So order “Lysol” brand disinfectant in bulk. Instruct 
your staff in its use...and enjoy the protection of the 


most widely used hospital disinfectant. 





HOW TO ORDER “LYSOL” IN BULK. ‘‘Lysol” in bulk for institu- 
tional purposes is available through the following hospital supply 


organizations: 


AMERICAN HOSPITAL SUPPLY CORP. 


2020 Ridge Avenue 
Evanston, Ill. 


ECKHARDT PHYSICIANS & SURGEONS 


SUPPLY COMPANY 
Littlefield Building, Austin, Tex. 
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JAMISON SEMPLE COMPANY 1 
419 Fourth Ave., NewYork 16, N.Y. | Shipments, etc., to any of the fore- 


STONE HALL CO. 
1738 Wynkoop St., Denver 17, Colo. 


AMERICAN HOSPITAL SUPPLY CORP. | 683 Fifth Ave., New York 22, N. Y. 
767 Mission St., San Francisco3, Cal. | Product of Lehn &Fink Products Corp. 


SURGICAL SELLING COMPANY 


139 Forrest Avenue, N. E. 
Atlanta 1, Ga. 
e 


Address inquiries regarding orders, 


going distributors or direct to 
LEHN & FINK PRODUCTS CORP. 
Hospital Department 








dated soon and the selling job 
turned over to the agencies that 
own the property. These recom- 
mendations were made in his let- 
ters to Sen. Homer Ferguson and 
Congressman Ross Rizley, chair- 
men of the Senate and House sur- 
plus property subcommittees now 
studying the matter. 

It was not known whether the 
committees would make identical 
recommendations, or if these would 
come during this session of Con- 
gress. The House subcommittee 
plans to make a report before the 
end of June. The Senate group has 
no definite time schedule but has 
spent a couple of months investigat- 
ing. 

Mr. Littlejohn’s reasons for want- 
ing to abolish priorities are: 
> Priorities slow down sales. 

» The priorities system costs too 
much to operate. 

p It would be administratively im- 
possible to continue priorities when 
owning agencies become disposal 
agencies and WAA is liquidated. 

» By December 31 obligations to 
priority claimants and the fulfill- 
ment of their needs will have been 
met. Surplus personal property 
available after that time will be of 
little interest to priority claimants, 
and the number of claimants also 
will decrease. 

The alternative to retaining pri- 
orities would require increased ap- 
propriations and readjustment of 
the time schedule for closing up 
WAA, he said. To the economy- 
minded Congress this might be a 
conclusive argument. 


CLOSE WAR AGENCIES 

Three wartime agencies were 
scheduled for liquidation June 1, 
one month before the deadline set 
by Congress. In an executive order 
President Truman called for an 
end of the Office of Price Adminis- 
tration, the Civilian Production 
Administration and the Office of 
War Mobilization and Reconver- 
sion. The CPA and OWMR were 
part of the now defunct Office of 
Temporary Controls. 

Those programs that still affect 
hospitals have been transferred to 
permanent agencies: Controls on 
rice and sugar to the Department 
of Agriculture, controls on cincho- 
na and streptomycin to the De- 
partment of Commerce. 
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You can count on Remington Rand 
BOOKKEEPING MACHINES 


Multiple 
Results 
Re 


for Efficient Hospital Accounting! 


Administrative control flows from accurate accounting produced at the speed 
required by modern hospitals. Consider your patients’ accounts, the wide variety 
of information required, the number of forms that must be prepared. Remington 
Rand Bookkeeping machines are designed to provide the facts and figures for your 
organization that will reflect management thinking at every level of operation. 
One machine can provide simultaneous posting for statement, ledger, journal or 


any other form your operation requires—eliminating unnecessary time and energy. 


Your Remington Rand specialist will illustrate graphically how you can cut 
costs on your daily administrative operations. Ask him to show you or write 
for additional information to Remington Rand lnc., Adding-Bookkeeping-Calcu!at- 


ing Machines Division, Department HO, 315 Fourth Avenue, New York 10, N. Y. 


“ Me <. 
BRANCHES EVERYWHERE MACHINES FOR MANAGE 
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crystalline penicillin G ina 


100,000 unit segmented tablet 


Here is new convenience and economy 
in oral penicillin therapy. Bristol has 
provided a 100,000 unit segmented tab- 
let, formulated of Crystalline Sodium 
Penicillin G, and adequate'y buffered 
against gastric acidity. Extra potency is 
available where required, yet the scoring 
permits easy separation for lighter dos- 
age. Available in bottles of twelve tablets 
from your usual source of supply. Insure 


an adequate stock today. 


The penicillin contained in the new Bristol 100,000 unit tablet fully 
meets official specifications for Crystalline Sodium Penicillin G. Thera- 
peutically, this form of the antibiotic is highly effective. Inert materials 


have been virtually eliminated. ..... . No refrigeration is required. 





“Bristol 


LABORATORIES INC., SYRACUSE, NEW YORK 
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ing as chairman 
City Planning 
Commission, 
was recently an- 
nounced as the 
director of the 
New York Uni- 
versity - Bellevue 
Medical Center 
by Chancellor 
Harry Wood- 
burn Chase of 
New York Uni- 
versity. Mr. Sal- 





Epwin A. SALMON, who is resign- 


of the New York 





mon, who will begin his duties on 
September 1, will have the full-time 


administrative 


responsibility — for 


the $15,000,000 medical center and 
will direct the coordination of its 
services with other health agencies. 
Mr. Salmon, who is also chairman 
of the Hospital Council of Greater 
New York, has taken a leading role 
in the expansion and development 
of health and hospital facilities for 


the entire city. 


F. STANLEY Durie, business man- 


ager of the University of Califor- 
nia Medical Center at San Fran- 
cisco and superintendent of the 
University Hospital, has been ap- 
pointed general superintendent of 
Hospitals and Infirmaries for all 
campuses of the university. In his 
new capacity Mr. Durie will ad- 
minister the business activities of 
the San Francisco Medical Center, 


the hospital of the projected new 
Los Angeles campus medical schoo] 


and the student infirmary on that 
campus, and the student infirma- 
ries on the Berkeley, Davis and 
Santa Barbara campuses. Mr. Durie 
has been in charge of business ac- 
tivities for the medical center at 


San Francisco for 15 years. 


Persona 


FLORENCE E. KING was selected 
by the Group Action Council of 
Metropolitan St. Louis, as one of 
the St. Louis Women of Achieve- 
ment who were honored at a dinner 
on May 27 for outstanding work in 
their special fields. Miss King is ad- 
ministrator of the Jewish Hospital, 
St. Louis, Mo., and a trustee of the 
American Hospital Association. 


Ritz E. HEERMAN, superintend- 
ent of the California Hospital, Los 
Angeles, was honored on March 31 
at a banquet given by the Hospital 
Council of Southern California. He 
was presented with a watch and 
matched luggage as a token of ap- 
preciation for his nine years of 
service to the local Blue Cross or- 
ganization, the Hospital Service of 
Southern California. Mr. Heerman, 
who was one of the founders of this 
organization and was responsible 
for much of the special enabling 
legislation required to inaugurate 
the plan, recently retired as its 
president. 


L. C. Downinc, M.D., has re- 
signed as superintendent of Burrell 
Memorial Hospital, Roanoke, Va., 
after 32 years of continuous service. 
He is a member of the American 
College of Hospital Administrators, 
Virginia Hospital Association, Na- 
tional Hospital Association, and 
the American Hospital Association. 


Mrs. ELIzABETH D. SIMMERMAN 
of St. Elizabeth Hospital, Coving- 
ton, Ky., was elected executive sec- 
retary of the Kentucky Hospital 
Association on April 29. She re- 
places Glenn M. Reno of the Louis- 
ville General Hospital, who has 
resigned. 


News 


Con. FLORENCE A. BLANCHFIELD, 
superintendent of the Army Nurse 
Corps since 1943, 
has retired effec- 
tive May 31, af- 
ter completing 
29 years of Army 
service. 

Col. Blanch- 
field entered the 
service In 1917. 
Her professional 
career began in 
1906 after she 
finished training 
at South Side Hospital, Pittsburgh: 
in 1935 she was assigned to the 
office of the surgeon general with 
the rank of captain; she was pro- 
moted to lieutenant colonel in 1942 
and named first assistant in the 
corps. Her appointment as super- 
intendent was effective June 1, 
1943. For her services as superin- 
tendent she was awarded the Dis- 
tinguished Service Medal in June 
1945. 








BLAiR M. PATTERSON recently re- 
signed as administrator of the Ely- 


ria (Ohio) Memorial Hospital and 
Gates Hospital for Crippled Chil- 
dren to accept a position with Con- 
Hospital 
Cleveland, as sales representative 
in southern New York State. 

Patterson entered the field 
of hospital administration in 1927, 
serving ten years in New York City 














Service, Inc., 


and three years in Bridgeport, 
Conn., prior to going to Elyria in 
1940. He entered the Medical Ad- 


ministrative Corps in August 1942 
and after serving 314 years he was 
relieved from active duty in March 
1946 with the rank of major. 









Epiry _Escotrr has been appoint- 
ed superintendent of the Medina 





(Ohio) Community Hospital. She 
replaced Mrs. Leora HARNDEN, 
who resigned to become superin- 
tendent of Grace Hospital, Cleve- 
land. 














FRANCIS R. STRAWBRIDGE has re- 
signed as president of the board of 
managers of Germantown Dispen- 
sary and Hospital, Philadelphia. 
He will continue his services to the 
hospital as a member of its board 
of managers, to which he was ap- 
pointed in 1913, becoming its pres- 
ident in 1920. ARTHUR W. JONEs, 
who became a manager in 1924 and 
vice-president of the board in 1941, 
was chosen to succeed Mr. Straw- 
bridge as president. 





WHO AND WHERE? 


This department of the journal 
welcomes news items, voluntarily 
contributed, concérning personal 
members of the Association and 
executive personnel in membe) 
hospitals. Please address announce- 
ments to: HOSPITALS, 18 FE. Divi 


sion St., Chicago 10. 


CHARLES O. AusLANDER, formerly 
director of purchases for Michael 
Reese Hospital, Chicago, has been 
appointed director of purchases tor 
the Joint Purchasing Corporation 
of the Federation of Jewish Philan- 
thropies of New York. Mr. Aus- 
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lander was lecturer on purchasing 
at Northwestern University in the 
course on hospital administration, 
and was founder and president of 
the Chicago Hospital Buyers Asso- 
ciation. 


JosepH A. BLAHA is the new su- 
perintendent of Lockport. (N. Y.) 
City Hospital. He served as busi- 
ness manager of the Grand View 
Hospital, Ironwood, Mich., from 
1927 until he resigned to accept the 
superintendency of the Lockport 
Hospital. 


Dr. G. F. STEPHENS has resigned 
as superintendent of the Royal Vic- 
toria Hospital, Montreal, Can., be- 
cause of ill health. Dr. Stephens, 
who served as president of the 
American Hospital Association in 
1933, is a charter fellow of the 
American College of Hospital Ad- 
ministrators. He is a member of 
the Canadian Hospital Council, 
having served as their president 
from 1939 to 1943. 

Dr. J. GirpertT TURNER, who is 
executive assistant to Dr. CLAUDE 
W. Muncer, director of St. Luke’s 





ew antibacterial 


5 of wound 


for your most resistant case 





agent 


and surface infections 


& oO 
a COUNCILOK Tf 
| PHARMALY 
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Contains 0.2% Furacin (brand 
of nitrofurazone: 5-nitro-2-fur- 
aldehyde semicarbazone) in a 
water-soluble base. 
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another of its several advantages: 


FURACIN SOLUBLE DRESSING has proven 


effective in reducing the mixed infections of wounds and burns. Prior to 
treatment, Snyder et al.* found heavy growth in the majority of swab- 
cultures from 19 war wounds and burns. Following institution of Furacin 


Soluble Dressing therapy, 





, ow : 


of such infection 
Infections of second and third degree burns 


vention 
Infected varicose ulcers 
Infected superficial ulcers of diabetics 
Impetigo of infants and adults 
Treatment of skin-graft sites 


tures 





Infected surface wounds, or for the prevention 


Carbuncles and abscesses after surgical inter- 


Osteomyelitis associated with compound frac- 


Secondary infections following dermatophytoses 


the majority of cultures be- 
came sterile; only 4 per cent 
continued to show heavy 
growth. 


CAHN Suc 


NORWICH NEW YOR AK 








*Snyder, M. L., Kiehn, C. L. & Christopherson, J. W., 


Mil. Surg. 97 :380, 1945. 
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Hospital and professor of hospital 
administration at Columbia Uni- 
versity, New York City, has been 
appointed as Dr. Stephens’ succes- 
sor. He will assume his new duties 
on October 1. 


Rosert B. WirHaM has resigned 
as administrator of the Lincoln 
(Nebr.) General Hospital to ac- 
cept an assignment as hospital con- 
sultant of the Fifth district for the 
United States Public Health Serv- 
ice, Washington, D. C. Mr. Witham 
came to Lincoln in September 1943 
from Fitzsimons General Hospital, 
U.S. Army, Denver, Colo., where he 
was special civilian assistant to the 
commanding general. He has re- 
cently completed 25 years in the ac- 
tive administrative and executive 
hospital field. 

Mr. Witham is a charter fellow 
of the. American College of Hos- 
pital Administrators, and a mem- 
ber of the International and Amer- 
ican Hospital Associations. 


H. F. TurseGAn has succeeded 
F. JANE GRAVES as superintendent 
of Alton (Ill.) Memorial Hospital. 
Mr. Turbegan, who recently re- 
signed as administrator of Bethany 
Hospital, Kansas City, Kans., was 
treasurer of the Kansas Hospital 
Association. 


Mrs. ALMA E. SCHIEK, R.N., is 
administrator of the Haywood Hos- 
pital, Maysville, Ky., having suc- 
ceeded Mrs. ELizABETH FINLAY, 
R.N., who resigned. Mrs. Schiek 
resigned as superintendent of the 
Franklin (Pa.) Hospital in Feb- 
ruary. 

EmMaA Pike has been promoted 
to the position of acting assistant 
director of the Margaret Pillsbury 
unit of the Concord (N.H.) Hos- 
pital. She was formerly associated 
with Huggins Hospital, Wolfeboro, 
N.H. 

CHARLES P. CARDWELL JR., for- 
merly assistant director of the Med- 
ical College of Virginia Hospital, 
Richmond, has been named acting 
director of the institution. 


Joun V. Connorton, former ci- 
vilian assistant to Navy Secretary 
James V. ForresTaL, has accepted 
an appointment as executive secre- 
tary of the Greater New York Hos- 
pital Association, 

REGINALD H. DABNEY, assistant 
to the executive director of Mary- 
land Hospital Service, Inc., Balti- 
more, has been promoted to assist- 
ant executive director. 
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In View of 1948 

Since the fall of 1946 both political parties have had 
their eyes on November 1948. The result has been a 
jumble of confusion — much of it involving health 
legislation — with few significant results coming from 
Congress. The turmoil shapes up something like this: 
The Republican victory last November has been 
neutralized somewhat by President Truman’s personal 
upswing in popularity. The Republicans aren’t 
anxious to set up any new federal program with great 
public appeal and have its administration fall into 
the hands of Democrat appointees. Nor are the Demo- 
crats anxious to help the Republican-controlled Con- 
gress pass legislation for which the Republicans would 
get the credit. 

Yet some good might come eventually from the 
spadework that has been done. The first session of 
any Congress is loaded heavily with hearings that 
must precede any important legislation. In addition 
to a tremendous volume of preparatory work of this 
kind, the Republicans have had their own problems 
in adjusting to their new position as Congressional 
leaders. The second session, which will convene next 
January, may show more legislative results. 


Major Confusion 


Many of the individual health measures have been 
held back with the idea that these problems could be 
taken care of in a more inclusive major health bill. 
Then for a while it appeared that hearings on the 
omnibus National Health Act of 1947 (S. 545 by 
Senator Taft) might be postponed until the next 
session in view of the vast amount of work facing 
Republican senators on the Committee on Labor and 
Public Welfare. Finally, and as this is written, the 
hearings were scheduled to begin May 21. 

Officers and the staff of the American Hospital As- 
sociation have given considerable thought and study 
to the problem. From this came the statement which 
Association President John H. Hayes was to make 
when he appeared before the committee May 28. (See 
Federal, Legislative.) 

There is also the new compulsory health bill that 
had been in the making for some time. Its contents, 
a close secret with its sponsors, were finally disclosed 
when Senator Murray introduced it on May 20 for 
himself and Senators Wagner, Pepper, Chavez, Taylor 
and McGrath. 


Minor Confusion 


The hopper is full of ideas for improving the Social 
Security Act. Nothing definite has come of them yet. 
Now Rep. Harold Knutson, chairman of the House 
Ways and Means Committee, has come through with 
what might well be the line of procedure for consid- 
ering this class of legislation. 
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Congressman Knutson thinks the Ways and Means 
Committee might possibly get. back to Washington 
next November, in advance of the reconvening of 
Congress, to study the whole problem of social secur- 
ity. There are many additional groups, including non- 
profit hospitals, that wish to participate in parts of 
the program. 

“It takes just as long to get a separate bill through 
Congress as an omnibus bill,” Mr. Knutson says, “and 
it is preferable to handle all issues at the same time. 
I remember that the American Hospital Association 
presented the position of nonprofit hospitals before 
our committee and you may be assured that your state- 
ment will be given consideration.” 

The problem also might be studied jointly by the 
House and Senate. A resolution that would make the 
study possible has been introduced but not acted 
upon. A similar proposal in the 7gth Congress was 
not approved and each house then completed its own 
study. Those studies have not served to lessen the 
confusion as yet. 


More Confusion 


The Senate added another bit of confusion when it 
acted on the matter of appropriations for carrying out 
the Hill-Burton hospital construction program. It ap- 
proved an appropriation of $40,000,000 for the first 
two fiscal years of the program, stating its belief that 
the amount appeared to be sufficient. It has, however, 
authorized a plan to distribute the money just as 
though $75,000,000 was there. Its reasoning seems to 
be that the construction programs will not be well 
under way for another year and that not all of the states 
will be able to utilize a full year’s allotment. Thus the 
account could be legally juggled so that those states 
soon ready to go would not be held up for lack of 
funds and at the same time the national budget would 
look better for the record. 

It is different from the provisions in the House 
version reported last month. That bill would permit 
contractual obligations for which appropriations 
would be made as needed. Both versions, at the time 
of writing, were under study by a joint committee. 


Order Out of Chaos 


Amidst all the confusion, some laws in the making 
would bring order. The brightest examples were the 
two versions of the labor bill. (See Labor.) Both con- 
tained clauses which specifically would exempt non- 
profit hospitals from the operation of the National 
Labor Relations Act. Actually, this is no change in 
the law since it has long been believed that hospitals 
were not subject to the law. But the intent of the law 
was not clear and not always certain. Exemption of 
nonprofit hospitals in House and Senate bills would 
seem to insure acceptance of this principle. 
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-- DISASTER: - 





Holocaust at Texas 


Within an hour after the 9 A.M. 
explosion at Texas City on April 
16, the hospitals of the University 
of Texas, 12 land miles away at 
Galveston, were admitting disaster 
victims. On the day of the ex- 
plosion 255 patients were hospital- 
ized, mainly at the John Sealy Hos- 
pital—a general medical and sur- 
gical unit of the University’s med- 
ical branch. 

Facilities: Although the ‘Texas 
University hospitals were filled to 
capacity at the time of the emer- 
gency, Dr. B. I. Burns, medical 
director, said that the needed space 
was provided by shifting some pa- 
tients and discharging others. Hos- 
pitals affliated with the medical 
branch consist of general hospital 
units at the John Sealy, the 
Women’s Hospital and the Negro 
Hospital. In addition, there are a 
Children’s Hospital and two psy- 
chiatric units. 

A floor of the Children’s Hospi- 
tal was evacuated and made avail- 
able for the wounded, space for 
about go patients was found in the 
psychiatric hospital and additional 
beds provided by crowding the gen- 
eral wards in John Sealy and the 
Negro hospitals. 

Approximately 50 patients were 
transferred to hospital facilities at 
Fort Crockett after preliminary care 
at John Sealy. Although it had not 


\ 


City 


operated as a complete hospital 
since the war, the Fort Crockett 
hospital was equipped to handle 
certain types of cases that would not 
need further surgery. A staff of doc- 
tors and nurses was provided by 
the Army. 

Space for 200 more patients in 
addition to the 255 admitted could 
have been provided, according to 
Dr. Burns. 

Supplies: By the time patients be- 
gan to arrive by ambulance, truck, 
automobile and boat, merchants in 
the city, without waiting for re- 
quests, were delivering beds, bed- 
ding, linens, surgical supplies and 
drugs. Messages from the Red 
Cross, pharmaceutical houses and 
other hospitals informed the John 
Sealy staff that such important 
items as penicillin, tetanus anti- 
toxin, plasma and whole blood 
were on their way by air. 

Before the end of the day blood 
had been flown in from distant 
points. The Erwin Memorial Blood 
Bank of the San Francisco County 
Medical Society and Barnes Hospi- 
tal, St. Louis, sent blood by air. 
Soon after the explosion the Wil- 
liam Buchanan Blood Center of 
Baylor Hospital, Dallas, accepted 
donors from that vicinity, and this 
was sent to Galveston by Navy 
plane. 

Personnel: Volunteer workers, 
both professional and non-profes- 





A CANTEEN staffed by Red Cross and Boy Scout workers was set up on the hospital's lawn. 
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sional, appeared at the hospital in 
such large numbers that many of 
them could not be assigned duties. 
Doctors from Brooke General Hos- 
pital at Fort Sam Houston, Ran- 
dolph Field Station Hospital and 
Navy hospitals at Houston and 
Orange offered their services. A 
number of them worked with Uni- 
versity of Texas doctors for several 
hours. 

A medical staff organization of 
142 was available for emergency 
work. This included the entire 
clinical faculty of 52, the resident 
staff of 70 and the intern staff of 
14. Dr. Burns said that “such a med- 
ical organization with an adequate 
nursing staff is capable of highly ef- 
ficient performance in any emer- 
gency. The added support given 
them by medical students, many of 
whom are already accustomed to 
working in the organization, was 
invaluable.” 

Many members of the preclinical 
faculty and staff, and the medical 
and nursing students volunteered 
for service during the emergency. 
They worked day and night for 36 
hours, and a large number served 
over a period of several days. ‘These 
volunteers performed duties rang- 
ing from directing traffic to assist- 
ing in nursing and medical care. 

Other students, some of whom 
had medical corps training in the 
Army and Navy, assisted in the ad- 
ministration of plasma. Each pa- 
tient who needed plasma received 
it in the emergency room and it 
was carried to his hospital bed with 
him. 

Wartime experiences of many of 
the faculty, residents and students 
proved valuable in many ways. 
Medical and surgical experience in 
combat areas during the war made 
it possible for them to adjust quick- 
ly to the emergency. A number of 
non-surgical residents were able to 
perform emergency surgery because 
of recent war services. 

More nurses were available than 
could be used. The Red Cross as- 
signed nurses for disaster patients 
and on May g some were still at the 
hospital caring for 63 patients. In- 
dependent volunteer nurses also 
served. University student nurses 
and hospital nurses assumed duties 
other than those of their own serv- 
ice when volunteers for strictly 
nursing duty became adequate. 

Medical Procedure: Immediately 
after word of the disaster reached 
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the hospital, preparations were 
made for handling burn cases. It 
was found, however, that the major- 
ity of the patients had suffered frac- 
tures, skull fractures, ruptured ear- 
drums, eye injuries, lacerations and 
compression injuries. 

On the day after the explosion 
the surgical staff became concerned 
at the appearance of gas gangrene 
in a few patients. A special operat- 
ing room was set up and a staff of 
Army doctors and nurses provided. 
Only three patients were operated 
on; two died soon after admission. 
Gas bacillus antitoxin was adminis- 
tered early to all patients where 
such treatment was indicated. 

Shock was a minor problem in 
the treatment of disaster patients. 
On May g the total number of 
deaths recorded was, 18. 

Between April 16 and May 1, the 
John Sealy Hospital Blood Bank 
released 607 pints of whole blood 
to Galveston hospitals. In addition 
1,965 units of plasma were distrib- 
uted. The staff of the John Sealy 
blood bank prepared 664 transfu- 
sions and administered 606. With 
added volunteer help, especially 
from university medical students, 
1,059 blood groups and Rh tests 
were done. 

Admissions: Routine admission 
clerical work, recognized as a bottle- 
neck in emergency hospital opera- 
tions, was not attempted. The hos- 
pital used a system whereby a list 
of the patients by name was made 
on arrival, names were placed on 
the patient’s cot or his person for 
identification, and admission rec- 
ords completed at the bedside later. 

Junior and senior medical stu- 
dents who routinely do medical his- 
tories and physical examinations 
on patients were assigned the ad- 
mission work. Within two days 





complete histories and __ physical 
examinations were recorded for all 
patients. 


Outpatients: A considerable num- 
ber of patients were treated at the 
outpatient clinic. Many of them, 
after learning they need not be hos- 
pitalized, left before their names 
could be recorded. In some cases 
these patients decided for them- 
selves that they could go home, and 
they left without even a verbal dis- 
charge. Dr. Burns estimated that as 
many patients were treated in the 
outpatient clinic and not hospital- 
ized as were admitted. 

“I believe the outstanding lesson 
to us from our participation in the 
emergency is that it has very forci- 
bly called attention to the import- 
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A PATIENT with the multiple penetrating wounds found on many of the Texas City injured. 


ance of maintaining a strong hospi- 
tal organization with very definite 
lines of responsibility for normal 
operation,” Dr. Burns said. “Con- 
sciousness of lines of responsibility 
and authority in the hospital on the 


Tornado Casualties 


In the largest air evacuation of 
civilian disaster victims in the his- 
tory of American aviation, 74 seri- 
ously injured tornado casualties 
were flown from Woodward, Okla., 
to University Hospital, 170 miles 
away at Oklahoma City. In less than 
24 hours after the tornado struck 
Woodward (about g p.m. on April 
g), all 74 had been hospitalized. 

First word of the disaster reached 
Paul J. Fesler, administrator of 
University Hospital, about 1 A.M. 
Immediate preparations were made 
to receive the emergency patients 
and to send needed doctors and 
nurses to the devastated Woodward 
area. 

Transportation: It was thought at 
first that because of the difficulty 
of loading patients, and bad flying 
weather, the injured would have to 
be brought in by ambulance. Final- 
ly it was found possible to load a 
plane at Gage, Okla., a small town 
about 10 miles from Woodward, 
and a shuttle service was set up be- 
tween there and Tinker Field, Okla- 
homa City. Army C-54 planes were 
used. 

Preparation: While transportation 
was being arranged and carried out, 
preparations for receiving the cas- 
ualties proceeded at University Hos- 





part of all its employees is impor- 
tant for any type of hospital opera- 
tion. It becomes increasingly im- 
portant in an emergency in propor- 
tion to the magnitude of the task 
the staff is called upon to perform.” 


in Oklahoma 


pital. The nurses, house staff and 
other personnel were called to duty 
and more than 100 beds set up by 
early morning. Beds were placed in 
two closed wards and in some cases 
set end-to-end in the hospital cor- 
ridors so that patients could be 
handled promptly and efficiently. 
Supplies such as blood, plasma, 
penicillin and anti-toxin were dis- 
tributed in the rooms and offices 
along the corridors, in order to 
speed treatment. 

Student nurse classes were can- 
celled and everyone not actively en- 
gaged in preparation for the pa- 
tients was sent off duty to rest. 

Admission: The first planeload of 
patients came into Oklahoma City 
in the early afternoon and began 
to arrive at University Hospital 
about 2 p.m. They were brought 
from the planes by Army and civil- 
ian ambulances. Traffic at the am- 
bulance unloading platform was 
handled by a police officer, and reg- 
ulated so that’ two ambulances un- 
loaded at a time. Patients were re- 
moved on ambulance litters and 
carried into one of three emergency 
rooms ready to receive them. 

Waiting in each emergency room 
was a team of five house staff physi- 
cians, three admission clerks and six 
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A TOTAL of 74 patients were flown 200 miles for hospital treatments in one hour's time. 


nurses. Physicians examined each 
patient immediately after arrival in 
order to determine the state of 
shock and the extent and nature of 
injuries. An admission sheet with 
the patient’s name, admitting diag- 
nosis and service to which assigned 
was completed along with an order 
sheet for immediate treatment and 
medication to be administered in 
the ward. 

While the emergency medical di- 
agnosis proceeded, admission clerks 
took each patient’s name and ad- 
dress and placed a tag with that in- 
formation on his left wrist. Un- 
identified patients were tagged and 
listed by consecutive numbers. 

Under this admitting procedure, 
all patients were in their beds or in 
the x-ray room -within ten minutes 
after arrival. There were no long 
waits in the routine; by the time 
two ambulances had unloaded and 
two were in unloading position, 
there was ample room in the emer- 
gency admitting rooms for addi- 
tional patients. Patients were not 
removed from their litters until 
they reached their assigned wards. 

Treatment: Most patients were 
seriously wounded with bruises, 
head injuries, broken bones and 
multiple abrasions. Most of them 
were unconscious on arrival at the 
hospital. Many were covered with 
mud and their wounds were full of 
dirt. Staff doctors reported they had 
never seen so many splinters of all 
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sizes from a small sliver to a two- 
by-four. 

Surgeons were busy in the operat- 
ing rooms throughout the night. 
Many patients received blood and 
plasma, some anti-tetanus serum, 
and some gas gangrene serum that 
was sent in from Dallas on request. 
A total of 478 x-ray pictures were 
taken. 

Response to radio broadcasts for 
blood brought 178 donated pints. 

Nurse aides, Grey Ladies and 
other volunteers assisted in the care 
of disaster patients. 

On May g, a month after the 


AN emergency ward in the hospital corridor. 


tornado, four of the 74 patients 
had died and 21 were still hospi- 
talized. 

University Hospital consists of a 
200-bed general unit and a 200-bed 
Children’s Hospital. Although dis- 
aster patients crowded the hospital, 
Mr. Fesler said that conditions were 
much better than at hospitals in 
other cities where, in some cases, 
disaster patients had to be placed 
on the floor and under beds. 

Other hospitals: After the tornado 
had struck, the town of Woodward 
with a population of 6,000, had goo 
persons injured and 2,000 homeless. 
The city was without light and 
water. 

As much as possible was done to 
care for the wounded at the Wood- 
ward Hospital. By the morning 
after the tornado, the hospital was 
overflowing with injured receiving 
first aid—mainly plasma, morphine 
and control of hemorrhage. Other 
patients were given first aid in sta- 
tions set up in churches or stores. 
Facilities in Woodward, however, 
were judged inadequate for care of 
the seriously injured. 

Sixty-six patients were sent to 
Alva, Okla. Most of them were 
evacuated on a special Santa Fe 
train and a few sent by ambulance. 
Fifty-one with major injuries were 
treated at the Alva General Hospi- 
tal and 15 less seriously hurt at 
Northwestern State College after 
x-ray and first aid treatment at the 
Stephenson-Traverse Clinic. 

Beds for the Alva patients were 
supplied by the local Red Cross. 
An adequate supply of nurses was 
found by calling all married nurses 
back to duty and by assistance of 
volunteer aides. Doctors came from 
other cities to help. 

Within three hours after the 
tornado struck, 125 patients had 
arrived at the Newman Clinic, 
Shattuck. Those with minor in- 
juries were cared for and discharged 
to provide space for the seriously 
wounded. All vacant rooms were 
filled and patients then placed in 
hallways up and down stairs, in the 
examining and reception rooms. 

Doctors from nearby towns 
assisted and by the next morning 
additional doctors and nurses from 
Oklahoma City were added to the 
staff. The Army, Red Cross and 
local volunteers helped to care for 
patients. 

At Mooreland tornado victims 
began to arrive at Northwest Com- 
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munity Hospital about three hours 
after the tornado. On the first night 
only first aid treatment was given 
to patients admitted. 

Doctors and nurses from other 
cities augmented the Mooreland 
staff the next morning and teams 
then were set up to do emergency 
major surgery and diagnose all pa- 
tients. A total of 65 persons were 
kept at Mooreland and 21 evacu- 
ated to Oklahoma City. A well or- 
ganized staff, volunteers and fore- 
sight in having plenty of supplies 
and drugs on hand all contributed 
toward the successful handling of 
emergency patients who received 
care at Northwest Community Hos- 
pital. 

In a recent letter to Hospirats 
Mr. Fesler suggested a plan for efh- 
cient care of victims of sudden dis- 
asters. He said: “Emergency stations 
should be placed in strategic points 
in states where natural disasters are 
seasonal occurrences, with ample 
supplies of stretchers, splints, blood, 
plasma and anti-toxin, in order that 
no time will be lost in bringing 
relief to the victims.” 








- - VETERANS’ AFFAIRS : - 





Changes in Nurses’ Policy 


Establishment of a Professional 
Standards Boards for Veterans Ad- 
ministration nursing is one of four 
major policy changes announced by 
Dorothy V. Wheeler, director of 
nursing service. 

The boards will evaluate quali- 
fications of nurses for appointment 
to the nursing service, much as 
physician boards now evaluate doc- 
tors’ qualifications. 

Other policy changes that were 
approved by Dr. Paul R. Hawley, 
director of the agency’s medical 
service are: 

New regulations revising the pro- 
motion of nurses; a rotation policy 
to transfer nurses in isolated hospi- 
tals to institutions with teaching 
units; complete revision of nursing 
policies to increase the degree of 
nursing care given each veteran 
patient. 


SOME patients were given treatment at an improvised hospital set up in a Woodward hotel. 
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The Professional Standards 
Boards will decide whether each 
applicant meets basic requirements 
for appointment and also will 
award a grade based on the nurse’s 
professional qualifications. If a 
nurse proves unsatisfactory, the 
board will recommend her separa- 
tion. 


Promotion regulations require a 
study of the administrative and pro- 
fessional ability of each nurse to 
determine her eligibility for ad- 
vancement. Professional promotion 
boards will be appointed to deter- 
mine eligibility. 

Nurses who have been with the 
Veterans Administration for four 
years, will be subject to a two-year 
duty tour at an isolated hospital 
under the planned rotation policy. 
They will have an opportunity to 
indicate first, second and_ third 
choices from a station list submitted 
to them. They will replace nurses 
at isolated stations, who will trans- 
fer to a hospital offering educa- 
tional and training opportunities. 
An isolated hospital is one that is 
isolated from an educational view- 
point and not necessarily a geo- 
graphical one. 

Revision of nursing policies to 
increase the degree of nursing care 
given each veteran patient will en- 
able nurses to devote more time to 
bedside care by eliminating many 
of their administrative duties. 


World War | Patients 


Although the greatest emphasis 
for planning agency hospitals now 
centers on the veteran of World 
War II, the number of World War 
I veterans being hospitalized still 
is going up. The peak load for that 
group may not come until 1950. 
Economic conditions, as in the past, 
will be an important factor. 

About 54,000 veterans of the first 
World War are now hospitalized 
by the administration. About 45 
per cent of these have service dis- 
abilities. During the last five years, 
the monthly census has varied from 
49,000 to 56,000. At the peak, about 
60,000 may be in administration 
hospitals at‘one time. 

During the war years the general 
economic situation was favorable. 
Many were out working. The agen- 
cy thinks that when hard times 
come, more World War I veterans 
may be expected. 
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National Health Service Act 


Since February 10, when Senators 
Taft, Smith, Ball and Donnell pre- 
sented their National Health Serv- 
ice Act of 1947 (S. 545), hospital au- 
thorities have been studying the 
bill. They pondered the possible ef- 
fect it would have on the nation’s 
health problems were it to become 
law. The American Hospital Asso- 
ciation, in its position as spokes- 
man for voluntary hospitals, was 
called to testify. 

Hearings on the measure began 
on May 21 as scheduled, and on 
May 28, Association President John 
H. Hayes was to appear. Mr. Hayes, 
Association officers and staff mem- 
bers had participated in preparing 
the testimony he was to give. 

Mr. Hayes indicated that the As- 
sociation generally favors the meas- 
ure, sometimes called the Taft Bill, 
and feels that it is a more satisfac- 
tory solution of health problems 
than proposed compulsory health 
insurance. 

After speaking generally of the 
desirability of government assist- 
ance in care of the sick and describ- 
ing the difficulties that hospitals are 
encountering at present, Mr. Hayes 
made 15, specific recommendations: 

NATIONAL HEALTH AGENCY: The 
establishment of a national health 
agency, under whose jurisdiction 
would come all the health activities 
of the federal government (except 
those of the Army, Navy and Vet- 
erans Administration), is favored. 

STATE HEALTH AGENCIES: Recom- 
mendations that the state health 
agencies should administer the pro- 
gram may be controversial, as many 
states have active welfare depart- 
ments that might handle such a 
program. The federal government 
should be cautious in imposing an 
arbitrary pattern of administration 
upon the state. 

Surveys: State programs should 
be based on surveys of existing cir- 
cumstances and needs. 

CATASTROPHIC ILLNEss: Some pro- 
vision should be made to provide 
priority of assistance to cases of 
catastrophic illness, as this is one 
of the areas of greatest need. 

VARIABLE ALLOTMENT OF FuNDs: 
The proposed formula for allotting 
federal funds to the states in such a 
way that states with less per capita 
will receive a greater proportion of 
federal assistance is favored. The 
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general health of persons in low in- 
come states is not as good as in 
wealthier states. As state aid must 
be at least equal to federal appro- 
priations, wealthier states can be 
beyond the minimal program, while 
the poorer states probably can- 
not. Therefore, these poorer states 
should receive a higher proportion 
of assistance. 

STATE Errorr: States should be 
required to share equally in the 
cost and responsibility of this pro- 
gram in addition to their present 
programs. 

NATIONAL MeEpIcAL CARE CouNn- 
cit: The Association favors a Na- 
tional Medical Care Council to 
work with the federal agency in de- 
veloping the policies of this pro- 
gram. 

Councu. MrmsBersHip: At least 
two persons familiar with hospi- 
tal administration and operation 
should serve on the council. To 
date insufficient emphasis has been 
placed on the part that hospitaliza- 
tion will play in the program. 

AUTHORITY FOR STATE MEDICAL 
Care Councits: In keeping with 
the principle of maximum state 
freedom, each state should be free 
to give authority to its medical 
care council. The states should be 
free to set up administrative ma- 
chinery of their own choice. 

PAYMENT OF BLUE Cross PRE- 
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FLUROSCOPIC examinations are pic- 
tured in Association-sponsored exhibit 
of hospital care in the United States 
set up at the Smithsonian Institution. 
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MiuMs: The Association approves 
of the bill’s provision that medical 
or hospital care premiums for low- 
income persons be paid only to vol- 
untary nonprofit hospitals or med- 
ical insurance funds. One factor in 
the success of the Blue Cross plans 
has been their nonprofit character, 
which has made it possible for them 
to render service with very low ad- 
ministrative costs. 

PAYMENTS TO Hospitats: Hospi- 
tals should receive the approximate 
cost of services rendered, as pro- 
vided by the bill. In the days when 
hospitals were bidding for the priv- 
ilege of rendering such services, gov- 
ernment agencies sometimes estab- 
lished arbitrary rates that often 
were below actual cost and caused 
hardship to the hospital. 

RESPONSIBILITY FOR NEEDY VET- 
ERANS: The measure should provide 
means of caring for the needy vet- 
eran, in non-federal as well as in 
federal hospitals, at public expense. 

PRIORITY FOR CERTAIN CATE- 


coriEs: The bill should state cer- 
tain categories that should have 
priorities. The Association proposes 


an amendment to give priority con- 
sideration to the special needs of 
the aged, the blind and children 
under 18 years of age. 

DENTAL CARE PROGRAMS: The 
provision for dental examinations 
for school children and financial 
assistance in making dental care 
available to persons unable to pay 
for it is favored. 

PERIODIC EXAMINATION OF CHIL- 
DREN: The Association favors peri- 
odic physical examinations of school 
children. 


Appropriations 

With the rapid approach of the 
end of the governmental fiscal year 
(June 30), money matters for the 
next fiscal year were taking a lot of 
Congressional time. No annual ap- 
propriation bill had been up for a 
final vote. Nor had any appropria- 
tion bill gone far without sizable 
cuts in the original estimates. 

Money for running the Veterans 
Administration for another year 
was tied up in a bill on which a 
subcommittee of the House Appro- 
priations Committee began hear- 
ings, May 19. If other agencies’ 
experiences are a criterion the 
Veterans Administration probably 
would have to revise its operation 
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plans. That could mean fewer hos- 
pitals and medical care for fewer 
men. 

The joint conference committee, 
which was trying to get out the com- 
promise appropriations bill for the 
Federal Security Agency and the 
Department of Labor, met on May 
15. It had another meeting sched- 
uled for May go with plans to meet 
at irregular intervals until the dif- 
ferences were ironed out. 

Of particular concern was the 
amount to be allowed for the hos- 
pital survey and construction pro- 
gram. The House bill does not ac- 
tually appropriate any funds but 


does permit the Public Health 
Agency to make contractual ob- 
ligations up to $150,000,000. The 
Senate allows $40,000,000 to be dis- 
tributed on the basis of $75,000,000. 
This would permit states that get 
their programs going soon to use 
allotments for states not ready. 

The Public Health Service can- 
cer program was cut drastically by 
the Senate. The committee recom- 
mended that a more comprehen- 
sive plan be developed before the 
larger amount be granted. The cut 
amounted to about $5,000,000. 
Other Public Health Service funds 
were altered only slightly. 


Wagner-Murray-Dingell: New Version 


After weeks of uncertain silence, 
a lengthy (84-page) new version 
of the Wagner-Murray-Dingell Bill 
was introduced May 20 as S.1320. 
It had a new name, the National 
Health Insurance and Public 
Health Act. Its contents had a 
familiar ring, even though several 
significant changes had been made. 

The bill will be up for a 3-day 
hearing before the Senate Commit- 
tee on Labor and Public Welfare 
immediately after Taft Bill hear- 
ings, if present tentative plans ma- 
terialize. That will be late in June. 
Were Congress to pass the measure, 
it would become effective immedi- 
ately, with benefits to start July 1, 
1949. 

While the new bill would provide 

for a program of universal health 
insurance like its ill-fated predeces- 
sors, its sponsors have tidied it up, 
ironed out certain controversial is- 
sues, made several other changes 
suggested at the hearings on the 
two previous. measures. 

Finaiices are not settled in the 
1947 bill. Separate legislation would 
be required for that purpose. It 
does, however, call for 3 per cent of 
earnings presumably shared equally 
by employer and employee which 
would be paid into a National 
Health Insurance Fund. 

Additional sums would be drawn 
from general tax funds for special 
services and grants to states for care 
of the needy. 

Some of the major changes from 
S. 1606 of the last Congress, as out- 
lined by the bill’s sponsors, are: 

1. The program would be ad- 
ministered locally under statewide 
plans. These plans. would be drawn 
up by single state agencies in ac- 
cordance with federal regulations 
and would have to be approved by 
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the National Health Insurance 
Board. This board would have five 
members, including at least one 
physician, the surgeon general and 
the Commissioner for Social Secur- 
ity. A National Advisory Medical 
Policy Council would advise. 


2. Each state would be allocated 
a definite amount of money from 
the National Health Insurance 
Fund. The state in turn would allo- 
cate funds to each local area defined 
in its state plan. Thus the general 
size of the amount would not be 
dependent upon the discretion of 
federal officers. 


3. The new bill would permit 
States to contract for services with 
voluntary health insurance and 
group medical practice organiza- 
tions. 


4. Coverage would be extended 


to some groups not previously pro- 
vided for, such as civilian federal 
employees and their dependents. 
By voluntary action, state and local 
governments could include their 
employees and dependents. 


Hospitals 


Services: Beneficiaries would be 
eligible for as much as 60 days’ hos- 
pital care in any one year. The 
board could increase that if money 
and facilities were available. Hos- 
pitalization in mental or tubercu- 
losis hospitals would not be in- 
cluded. 

Reimbursement: The bill would 
call for payment to hospitals on a 
basis of reasonable costs. Maximum 
rates according to classes of locali- 
ties or types of service could be set 
by the board after consultation 
with the advisory council. Rates 
would be based on least expensive 
multiple-bed accommodations avail- 
able, unless otherwise medically in- 
dicated. 

If the patient voluntarily re- 
quested more expensive facilities, 
the hospital would have the right 
to bill the patient for the difference. 
It might also bill for services not 
included as benefits under the act. 

Rights: The bill states “No super- 
vision or control over the details of 
administration or operation, or over 
the selection, tenure, or compensa- 
tion of personnel, shall be exercised 
under the authority of this title (II) 
over any hospital which has agreed 
to furnish personal health services 
as benefits.” 

Hospitals would have the right 
to accept or reject patients if such 
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A COST COMPARISON 


In preparing for discussions by the Joint Committee of Nine (See Hospirats, 
May, page 104), it was necessary to gather information on the comparison of 
operating costs. Here is a cross section of the data that shows in general what 
has happened during the last half-dozen years: 


Hospital 
Association of Hospital of 
Pennsylvania 


United 
Hospital 

* Fund of 
New York 


Cleveland State 


Council New Jersey 





Per Diem 
1945 6.14 5-48 
1941 5.04 4-42 
Increase 1.10 1.06 
Percentage of 
Increase 21.8 24.0 


Per Diem 
1946 
1941 
Increase 
Percentage of 
Increase 





9-13 
6.31 
2.82 


44-7 


6.31 
4.18 











action were consistent with state 
laws. 

Standards: States would have to 
set standards or requirements for 
maintenance and operation of hos- 
pitals. If the state did not do this, 
the board would. 


Doctors and Dentists 


Services: General and specialist 
medical and dental service would 
be provided. That would include 
preventive diagnostic and_ thera- 
peutic care and periodic examina- 
tions. 

Reimbursement: General _practi- 
tioners would be paid according to 
methods chosen by a majority of 
the physicians or dentists in the 
area. This might be by fee for serv- 
ice, salary, per capita basis or a com- 
bination of these. 

Rights: Participating practitioners 
could accept or reject patients. Pa- 
tients would have a similar choice 
under most conditions. A physician 
could practice where he chose, if 
this were consistent with state law. 

Standards: General practitioners 
would be accepted as registered 
by a state. The board would pass 
on specialists’ qualifications, using 
standards and certification of pro- 
fessional agencies. 


Nurses 


Home nursing service would be 
provided by registered professional 
or practical nurses. State agencies 
would set the method for paying 
nurses. Practical nurses would have 
to be certified by the state or by the 
board in the absence of a state law. 


Grant-In-Aid Programs 


Survey and Construction: The new 
bill would increase funds for and 
extend the time of the Hill-Burton 
Act. It also would permit increased 
percentages of federal assistance on 
individual construction projects, to 
be determined on the basis of need. 
For the fiscal year ending June go, 
1947, $75,000,000 would be author- 
ized for construction. This amount 
would be increased to $100,000,000 
annually for the following nine 
years. 

Medical Research and Education: 
Federal grants of $10,000,000 for 
1950 and $15,000,000 for 1951 
would be made. Further grants 
would be made according to a per- 
centage formula. 

Health Services: Grants to states 
for health services would be made 
according to state plans. For the 
first year, $100,000,000 would be 
provided. This would gradually in- 
crease to $300,000,000 in 1952. 
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-- ASSOCIATION BUSINESS - - 





Nominations 


The first meeting of the Com- 
mittee on Nominations of Officers 
will be held some time in August. 
Members who wish to submit names 
for consideration are advised to 
send their suggestions to the com- 
mittee before that time. 

Regular hearings for nomina- 
tions probably will be held on Sun- 
day, September 21 at St. Louis. No- 
tice of other meetings will be car- 
ried in the convention Daily Bulle- 
tin. Nominations will be presented 
to the House of Delegates on Wed- 
nesday evening, September 24. 

Officers to be elected are: A presi- 
dent-elect, a first vice president, a 
second vice president, a third vice 
president, a treasurer, three mem- 
bers of the Board of Trustees. 

The Committee on Nomination 
of Officers includes: J. Stanley 
Turk, Ohio Valley General Hos- 
pital, Wheeling, W. Va., chairman; 
Herbert A. Black, M.D., Parkview 
Hospital, Pueblo, Colo.; Frank J. 
Walter, Good Samaritan Hospital, 
Portland, Ore.; Grace T. Crafts, 
Madison (Wis.) General Hospital; 
Donald C. Smelzer, M.D., German- 
town Dispensary and _ Hospital, 
Philadelphia. 


Other St. Louis Meetings 


State hospital associations, hospi- 
tal councils and other groups plan- 
ning to hold meetings in connection 
with the Association convention, 
September 22-25 at St. Louis, are 
urged to make reservations early. 


Reservations for meeting rooms 
and dining rooms should be made 
directly with the Jefferson Hotel 
sales manager. Copies of hotel cor- 
respondence should be sent to the 
hotel arrangement office, American 
Hospital Association, 18 E. Division 
Street, Chicago 10, for verification 
and inclusion in convention bulle- 
tins. 


Requests should show date, time, 
number expected to attend, address 
of person making the arrangements, 
and full name of the organization. 


Convention Trains 


Special service arrangements for 
railroad transportation to the As- 
sociation convention, September 22- 
25 at St. Louis, have been worked 
out. Present plans are to provide 
special service accommodations for 
the trip from cities throughout the 
country. 


Chicago offices of all participating 
roads have agreed to handle first 
inquiries and pass them along to 
the proper divisions for arrange- 
ments. Railroad representatives in 
Chicago and addresses where they 
may be reached are: 


BALTIMORE AND OHIO, 105 W. Adams 
Street, M. D. Taylor; ILtinots CENTRAL, 
208 S. LaSalle Street, A. U. Sawbridge; 
MissourI PACIFIC, 105 W. Adams Street, 
J. J. McQueen; New York CENTRAL, 627 
LaSalle Street Station, E. R. Hutton; 
NORTHERN PACIFIC, 73 E. Jackson, F. E. 
Scott; PENNSYLVANIA, 16 S. LaSalle Street, 
W. E. Millspaugh; SANTA FE, 179 W. Jack- 
son, R. R. Rickson; UNION PaciFic, 1 S. 
LaSalle Street, N. E. Luth. 





Under the authority of the by- 
laws of the American Hospital 
Association and by direction of 
John H. Hayes, president, I, George 
Bugbee, secretary of the House of 
Delegates, hereby issue this, the offi- 
cial call to the members of the 
House of Delegates to convene at 
St. Louis, Missouri, on Sunday, Sep- 
tember 21, at 10 a. m., in the 
Ballroom of the Jefferson Hotel, for 
the transaction of the business of 
the Association, to receive the re- 
ports of the several councils and 
committees, to consider resolutions 
presented, for the election of offi- 
cers, for the consideration of new 
business, and of any other mat- 
ters pertaining to the Association 





OFFICIAL CALL 
Convening the House of Delegates and Assembly 


brought to the attention of the 
House of Delegates by the presi- 
dent, the members of the Board of 
Trustees, or the members of the 
House of Delegates. The House of 
Delegates will recess, reconvening 
on Wednesday, September 24, at 
8 p.m. 

There will be one general ses- 
sion of the Assembly, in the Ball- 
room of the Jefferson Hotel, on 
Wednesday, September 24, at 8 p.m. 

Accomplished at the offices of the 
American Hospital Association, 18 
East Division Street, Chicago 10, 
Illinois, this twelfth day of May, 
1947- 

(Signed) GEORGE BUGBEE, 
Secretary 
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A Blueprint for Rehabilitation 


A blueprint for the rehabilitation 
of the nation’s severely physically 
handicapped has been drawn up by 
a special committee working with 
the U. S. Department of Labor Re- 
training and Reemployment Ad- 
ministration. The committee, after 
months of study, recently released 
its report. Its major recommenda- 
tion was that all available re- 
habilitation services be organized 
on a community basis with a com- 
plete coordination of all agencies 
involved. State rehabilitation agen- 
cies would take over the responsibil- 
ity for leadership. 

Rehabilitation of the severely 
handicapped would begin during 
the acute phase of illness. This 
would mean expanding the services 
of physical medicine. The report 
recommends “‘that these services be 
incorporated into the hospital pro- 
gram for all types of patients and 
not as stepchildren, handicapped 
by inadequate facilities and _per- 
sonnel.” 

Hospitals would be called upon 
to provide these services: (1) medi- 
cal care; (2) physical medicine, in- 
cluding physical therapy, occupa- 
tional therapy and conditioning; 
(3) psychiatric consultation; (4) 
medical social service, and (5) pre- 
vocational counseling. 

Hospitals also might be called on 
to provide outpatient service dur- 
ing the second or convalescence 
period. Special medical rehabilita- 
tion centers would provide curative 
workship service. 

The report recommends that the 
final phase, vocational preparation, 
be carried out in a non-medical set- 
ting. 

Maj. Gen. Graves B. Erskine 
headed the Interagency Committee 
on Rehabilitation Services for Se- 
verely Handicapped that made the 
report. 


New Army Medical Director 


For the next four years Maj. Gen. 
Raymond W. Bliss will direct Army 
medicine. He succeeds Maj. Gen. 
Norman T. Kirk who retired from 
active service as surgeon general of 
the Army on May 31. Brig. Gen. 
George E. Armstrong succeeds Gen- 
eral Bliss as assistant surgeon gen- 
eral. 

In retiring, General Kirk leaves 
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behind a wartime record for the 
Army medical department not 
matched in history. For the first 
time surgery was taken to the man 
at the front; 96 out of every 100 
wounded who lived to reach the 
hospital survived as against g2 in 
World War I. Through the Army’s 
preventive program, deaths from 
disease were reduced to 0.6 per 
1,000 men a year compared to 16.5 
in World War I. 

This record was made by a med- 
ical department that included only 
1,200 doctors in the regular Army 
medical corps at the beginning of 
the emergency. It grew to a peak 
strength of 47,000 medical corps; 
15,000 dental corps; 18,700 medical 
administrative corps; 2,000 sanitary 
corps; 2,000 veterinary corps; 61 
pharmacy corps; 57,000 nurse corps; 
1,600 dieticians; 1,300 physical ther- 
apists, and some 535,000 enlisted 
personnel trained as medical aid 
men and technicians. 

These, under General Kirk’s di- 
rection, planned and organized the 
work of the Army medical depart- 
ment and cared for the 15,000,000 
patients admitted to the 692 hos- 
pitals overseas and the 65 general 
and 13 convalescent hospitals in 
this country. 

General Bliss, who once served 
as executive officer of the hospital 
subdivision of the old Veterans Bu- 
reau, entered the service in 1911. 
His experiences in World War II 
began when he was named a mili- 
tary observer in London during 
1940. In 1942 he became surgeon of 
the First Army and the Eastern De- 
fense Command. He was assigned as 


GENERAL BLISS, medical director 


Chief of Operations the following 
year and assistant surgeon general 
in 1944. He made extensive tours 
of the Pacific areas during the war 
and later served as an observer at 
the atom bomb test at Bikini. 

For past services he has been 
awarded the Distinguished Service 
Medal, Legion of Merit, French 
Legion of Honor, and the Award 
of the Italian Crown. He is a fel- 
low of the American College of 
Surgeons. 

General Armstrong, the new 
assistant surgeon general, has won 
wide recognition for his organizing 
activities. The one-time director of 
the Medical Administration De- 
partment organized and operated a 
medical administrative corps officer 
candidate school at Camp Barkley, 
Texas. While in the C.B.I. theater 
of operations he organized a field 
medical school for Chinese Army 
medical officers. 


Medical Commissions 

Applications for regular Army 
medical department commissions 
have fallen so far below the desired 
goal that the War Department has 
extended the deadline to July 31 
for 12 classifications. The original 
deadline was January 31. 


Those affected by the new date 
are bacteriologists, biochemists, par- 
asitologists, serologists, clinical lab- 
oratory officers, entomologists, nu- 
trition officers, toxicologists, indus- 
trial hygienists, sanitary engineers, 
clinical psychologists and_psychi- 
atric social workers. Medical officers 
now on active duty and those who 
saw duty during World War II are 
eligible. 


Health Organization Guide 

A new pamphlet, “Guide to 
Health Organization in the United 
States,” published by the U. S. Pub- 
lic Health Service, describes the 
functions and coordination of fed- 
eral, state and local health organ- 
ization. Authors of the pamphlet 
are Joseph W. Mountin, medical 
director, and Evelyn Flook, admin- 
istrative analyst of the Public 
Health Service. 

In simplified table form, the 
booklet presents information on 
functions of federal agencies en- 
gaged in health work, state agencies 
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responsible for health activities, and 
budgets for health services in small, 
medium and large communities. 
Charts and tables show health ex- 
penditures by state agencies and list 
income sources for these expendi- 
tures. Chapters on voluntary health 
agencies and professional education 
are included in the 71-page booklet. 

The appendix contains a com- 
pilation of health laws pertaining 
to the organization of fulltime 
county health departments, county 
district health departments and dis- 
trict health departments for two or 
more local political units other than 
counties. 

Copies of the pamphlet, Miscel- 
laneous Publication No. 35, may be 
obtained from the Superintendent 
of Documents, U. S. Government 
Printing Office, Washington, D. C., 
for 20 cents each. 


A Dental Consultant 


Another phase in hospital plan- 
ning now is included in the pro- 
gram of the Office of Hospital Serv- 
ices in the Division of Hospital 
Facilities, U. S. Public Health 
Service. Dr. S. Miller, senior 
dental surgeon, has been named 
dental consultant in that office. He 
will advise on problems significant 
in establishing dental clinics in 
hospitals and will assist in drawing 
up standards for dental units that 
are included in hospitals con- 
structed under the Hill-Burton pro- 
gram. 

Dr. Miller, as chief of the dental 
services for the War Shipping Ad- 
ministration during the war, 
directed the establishment, equip- 
ping and operation of dental 
clinics for the Maritime Service and 
the Merchant Marine academies. 
Previously, he served for 14 years 
with the Hospital and Mental Hy- 
giene divisions of the Public Health 
Service. 





DR. MILLER, consultant 


108 





-+LABOR-:- 





Exemption for Hospitals 


When the Senate Committee on 
Labor and Public Welfare drafted 
its omnibus labor bill after weeks 
of hearings and deliberation, no- 
ticeably absent was a clause that 
would exempt nonprofit hospitals 
from the jurisdiction of the Na- 
tional Labor Relations Act. For 
the American Hospital Association, 
President John H. Hayes had asked 
specific exemption on the grounds 
that the hospitals had no profits to 
bargain for and that they were not 
engaged in interstate commerce. 


In Mr. Hayes’ testimony before 
the Senate committee (see Hospt- 
TALs for April, page 120), he also 
pointed out that 11 states have 
labor relations acts and that in five 
of these states court decisions or 
other rulings have exempted hos- 
pitals from National Labor Board 
jurisdiction. 


The bill that came up for debate 
on the Senate floor did not match 
the version that the House passed 
and which had the exemption 
clause. 


Then in a few brief minutes on 
May 12, Maryland’s Sen. Millard 
Tydings (Johns Hopkins Hospital 
in Baltimore had been having its 
labor troubles) carried through an 
amendment that would match the 
measure from the House. (The 
quick move was reminiscent of the 
rapid-fire action behind another 
bill—the Hill-Burton Act of the 
79th Congress—when Senator Hill 
of Alabama, with one brief appeal, 
staved off a threatened filibuster 
that might have spelled defeat in 
the closing days of that session.) 
The entire bill passed the next day. 


While the Senate version matched 
the House bill on this point, there 
were other differences that would 
have to be resolved by a conference 
committee before a compromise bill 
would be ready for a vote in each 
house again. It did not appear like- 
ly that the hospital omission clause 
would be taken out. 


The conference committee held 
its first meeting May 15 and was to 
meet daily until the compromise 
measure was drafted. That might 
take a long time. If both the Senate 
and the House accepted the com- 
promise (that too might take time) 
it would go to the President for his 
signature—or veto. 


The bills, as written, would not 
prevent unions from organizing hos- 
pital employees. They would, how- 
ever, prevent the National Labor 
Relations Board from requiring hos- 
pitals to recognize the union. Back 
on the Senate floor May 12 the con- 
versation went something like this: 

Mr. Typincs: Mr. President, this 
amendment is designed merely to 
help a great number of hospitals 
which are having very difficult 
times. They are eleemosynary in- 
stitutions; no profit is involved in 
their operations, and I understand 
from the (American) Hospital As- 
sociation that this amendment 
would be very helpful in their ef- 
forts to serve those who have not 
the means to pay for hospital serv- 
ice, enable them to keep the doors 
open, and operate the hospitals. 
. . . I hope there will be no objec- 
tion from any quarter. . . . I move 
that the amendment be agreed 
ROw ©. is 

Mr. Tart: The commitee con- 
sidered this amendment, but did 
not act on it, because it was felt it 
was unnecessary. The committee 
felt that hospitals were not engaged 
in interstate commerce, and that 
their business should not be so con- 
strued. We rather felt it would open 
up the question of making other 
exemptions. That is why the com- 
mittee did not act upon the amend- 
ment as it was proposed. 

Mr. Typincs: . . .I think we all 
realize that hospitals that are work- 
ing on a nonprofit basis are not en- 
gaged in interstate commerce .. . 
I think it would be very helpful if 
the committee would put the spe- 
cific language in the bill. . . .1 move 
the adoption of the amendment... . 

Mr. Taytor: .. . Does it prevent 
hospital employees, particularly 
nurses, from organizing? .. . 

Mr. Typincs: I do not think the 
amendment will affect them in the 
slightest way as to salaries. I will 
say to the Senator they can still 
protest, they can still walk out. The 
only thing it does is to lift them out 
of commercial channels of labor- 
management where a profit is in- 
volved. ... 

Mr. Taytor: With that assur- 
ance, I shall not oppose it... . 

THE PresipING Orricer: The 
question is on agreeing to the 
amendment offered by the Senator 
from Maryland. 

The amendment was agreed to. 
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CATHETERS &% DRAINS 
Of Finest Zuality Later Rubber 


Offer These Advantages: 


* MINIMUM DISCOMFORT TO PATIENT 
proper degree of flexibility 
satin smooth surface 


* EFFICIENCY IN DRAINAGE 


large smooth eyes 





maximum lumen 


* LONGER LIFE IN SERVICE 
withstand repeated sterilization 
by boiling, 
autoclaving 
er cold solution 


Distributors for 
( R B A R )) | N ( UNITED STATES CATHETER 
t t § e 


& INSTRUMENT CORP. 
79 MADISON AVENUE, NEW YORK 16 Makers of the Finest in Woven Urological Instruments 


THERE 1S NO SATISFACTORY SUBSTITUTE FOR QUALITY 
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’ ++ SURVEY, PLANNING: - 


NEW BABY CRIBS 


A crib with an aluminum frame and 
springs that tilt up like those of full size 
hospital beds has been put into use in the 
nursery at Ravenswood Hospital, Chicago. 
The crib was manufactured from a design 
worked out by nurses at the hospital. 

At present 50 cribs are being used. 
Money for their purchase was given by the 
hospital’s women’s auxiliary. 

Ravenswood Hospital is a member of 
the American Hospital Association. George 
Swanson is superintendent. 
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Community Education 


Planning a state hospital con- 
struction program calls for an un- 
derstanding of the program by all 
concerned. Several methods for get- 
ting the story across to individual 
communities are being tried out 
now or soon will be given tests. 
Some of the educational ventures 
in the process are reported by the 
Office of Program Planning in the 
Division of Hospital Facilities. 

Workshop: In Indiana, the State 
Health Department, with the co- 
operation of the state extension 
service of the Department of Agri- 
culture, has planned a workshop for 
the health educators in the state. It 
is scheduled to be held at Indian- 
apolis, June 2-7. These people will 
participate in a pilot study project 
to develop a pattern for getting the 
information about the construction 
program to all communities. Spe- 
cial emphasis will be given to prob- 
lems of rural areas. 

The Indiana Health Department 
hopes to develop a plan that might 
be used by other states. 

Study Guides: Mississippi and 
Ohio state health departments are 
calling meetings with local groups 
to prepare special study guides to 
be used by community groups so 
that they might work out many of 
their own problems. 

The Office of Program Planning 
also has been working on a manual 
for measuring a community for a 
hospital. It hopes to have this com- 
pleted for distribution to state 
agencies by June 1. There are two 
versions: One which could be used 
by lay groups for general over-all 
planning; another to provide in- 
formation for the more technical 
phases of planning, construction 
and financing. 


General Progress 


Along all fronts during the last 
month there was progress in the 
hospital survey and construction 
program. This action was reported 
by the Division of Hospital Facili- 
ties, U. S. Public Health Service. 

State Agencies: The surgeon gen- 
eral approved two more agencies to 
carry out the programs in the states: 
The State Board of Health, Mont- 
gomery, Ala., and the State Board 
of Health, Portland, Ore. This ap- 
proval now has been given to 33 
states or territories. 


Initial Funds: ‘Those states that 
were to get their first funds during 
the month for the survey program 
were: Oklahoma, $4,441 and Ore- 
gon and South Carolina, $10,000 
each. 

Legislation: During the past month 
seven states and Puerto Rico re- 
ported that their legislatures had 
passed enabling laws. The states 
were Colorado, Iowa, Kansas, Mary- 
land, New Jersey,.New York and 
Vermont. Five additional states, 
Hawaii and the District of Colum- 
bia, were listed as having passed the 
necessary legislation during 1945. 
For several of those no final deci- 
sion has been made to indicate that 
they fully meet the federal require- 
ments. The states were Alabama, 
Georgia, Kentucky, Minnesota and 
Louisiana. 

Four additional states, Hawaii 
and Alaska reported hospital li- 
censure laws on the books. The 
states: Colorado, Iowa, North Caro- 
lina and Oregon. Twenty-four states 
and territories now have completed 
the state legislative program nec- 
essary for Hill-Burton participation. 

Washington has joined the list of 
states whose legislatures adjourned 
before the project was complete. 
Its licensure law died in committee. 

The Public Health Service made 
special mention of some of the en- 
abling laws. It reports that Missis- 
sippi and North Carolina have gone 
beyond mere enabling acts and have 
authorized state funds to aid rural 
and low income areas in the con- 
struction of hospitals. Illinois is 
now considering a similar law. 
Alaska and Utah not only provide 
aid for construction but also have 
authorized funds for maintenance 
and operation. 


State Plans 


State agencies and district and 
state offices of the U. S. Public 
Health Service were to have in their 
hands by June 1 an instruction guide 
for preparing and submitting state 
plans for the Hill-Burton program. 
The guide contains: 


1. Step-by-step procedures for de- 
veloping state plans; 

2. Complete instructions for fill- 
ing in forms and completing ma- 
terial to be submitted to the office 
of the surgeon general for getting 
approval of the state plan. 
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WITH HIGHER STITCH VERSATILITY 


: The unique construction of the Singer Surgical 
Stitching Instruments—which functionally in- 
; corporate needle, needle holder, and suture 
; ‘supply in one unit—permits formation of an 
‘unusual variety of stitches. e Standard 
stitches are accomplished more quickly and 
accurately, and many new continuous 
‘stitches are made possible—to hold tissues 

in juxtaposition with more equalized ten- 

sion and with less resultant scar tissue 
formation. This unique versatility derives 
largely from the continuous feeding of 
suture material. Any standard suture mate- 

_rial may be used—and any of 47 different 
needle sizes and styles—from the very large 
down to the very small. ¢ Higher stitch versa- 

tility is just one of the many new features 

of the Singer Surgical Stitching Instruments 
which have appealed increasingly to discrim- 

. inating surgeons. May we forward a compre- 
pnenivaly illustrated booklet with full details? 


Pe SURGICAL 
ag STITCHING 
. / INSTRUMENTS 


A 
LARGE MODEL : SMALL MODEL 
For general surgery For delicate 
and the specialties “| suturing rt etre ee ae 
4 SINGER SEWING MACHINE COMPANY 
“4 Surgical Stitching Instrument Division 
4 149 Broadway, New York 6, N. Y. 
: — Without obligation, please send copy of illustrated booklet. 
New motion picture available for showing 
on “Treatment of the Major Neuralgias”’. Name 


Address 








City 





COPYRIGHT, U.S.4. 1946, BY THE SINGER MANUFACTURING CO. ALL RIGHTS RESERVED FOR ALL COUNTRIES, 
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-+ CONSTRUCTION, EXPANSION : - 





Seminars for Hospital Architects 


Interest on the part of architects 
and their organizations in the bet- 
terment of hospital design has been 
shown recently by the holding of 
two seminars on hospital planning. 

The first of these was arranged 
by Dean Wells Bennett of the Uni- 
versity of Michigan School of Archi- 
tecture. Technical assistance was 
given by Christopher G. Parnall, 
M.D., hospital consultant, Ann Ar- 
bor. The annual two-day architects’ 
conference of the school was de- 
voted to an intensive study of hos- 
pital requirements. 

Appearing on the program were 
Basil C. MacLean, M.D., Strong Me- 
morial Hospital, Rochester, N. Y.; 
Robert H. Bishop Jr., M.D., Uni- 
versity Hospitals, Cleveland; Albert 
C. Kerlikowske, M.D., University 
Hospital, Ann Arbor; Graham L. 
Davis, president-elect of the Associ- 
ation and George Bugbee, Associa- 
tion executive director. 

As a preconvention feature, the 
American Institute of Architects 
conducted three seminars at Grand 
Rapids, Mich. Chairman of one 
seminar on hospital design was 
Marshall Shaffer, A.I.A., of the 
Hospital Facilities Division, U. S. 
Public Health Service. 

Hospitals were represented on 
the program by Jacque B. Norman, 
Greenville (S. C.) General Hospi- 
tal, a member of the Council on 
Hospital Planning and Plant Oper- 
ation, and Roy Hudenburg, secre- 
tary of that council. William A. 
Riley, Addison Erdman, Lewis J. 
Sarvis and Carl A. Erikson were 
among the approved hospital archi- 
tects on the seminar faculty. 

Architects who attended the semi- 
nars indicated an interest in pro- 
moting similar sessions in their own 
states. The assistance of the Ameri- 
can Hospital Association was of- 
fered in planning such. sessions. 
Tentative plans for one state call 
for joint seminar sponsorship by 
the state hospital association, the 
state chapter of the A.I.A. and the 
architectural school of one of the 
universities. 


VA Appropriations 

For more than a month the Vet- 
erans Administration construction 
program was limited to work on 
hospitals already under way. No 
general construction contracts were 
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being let as the House Appropria- 
tions Committee staff was investi- 
gating the entire program. This was 
a preliminary to hearings on the 
agency’s appropriation bill, sched- 
uled to come before the committee 
May 19. The language of the ap- 
propriations bill, which later would 
be voted on, probably will plot the 
the postwar course for the poten- 
tially gigantic hospital system. 
Previously Congress had allowed 
the administration a total of $772,- 
702,814 for 74 new hospitals. In 
early May about $400,000,000 of 
this still was unobligated. Any part 
of this fund not spent by July 1 
(the end of the government fiscal 
year) will revert to the treasury. 
During late April and early May 
the Corps of Engineers (it now han- 
dles all construction projects for 
the agency) put out a call for bids 
on general construction contracts 
for three projects. They were for a 
100-bed hospital at Miles City, 


_Mont., originally estimated to cost 


$1,052,312; a 1,000-bed hospital at 
Buffalo, N. Y., estimated at $10,- 
388,664; a 250-bed hospital at 





NEW ADDRESSES 


Some of the personal members 
of the Association who served with 
the armed forces have not reported 
their addresses since discharge from 
service. The following persons are 
requested to send their proper ad- 
dresses to the Association’s mem- 
bership department, 18 E. Division 
Street, Chicago 10, so that records 
can be brought up to date and 
mail sent properly: 

Mandel R. Abrams; Welby E. 
Abrams; W. L. Beale; Samuel 
Cohen, M.D.; Mildred E. Davis, 
R.N.; E. M. Dunstan, M.D.; David 
W. Finch; Herbert A. Fraenkel; V. 
L. Frankfurth, M.D.; Emanuel Gid- 
dings, M.D.; Robert S. Hawthorne; 
R. R. Hewson; George H. Kojac, 
M.D.; Mrs. Charlotte Lawson, R.N.; 
G. Arnold Logan; Hugh C. Mc- 
Cartney. 

Paul L. Mitten; R. H. Narodick, 
M.D.; W. Howard Parcells; S. Jf. 
Phillips, M.D.; Graham Price, R.N.; 
R. M. Price, M.D.; Frances P. Puf- 
fer, R.N.; John J. Ritter; Martiel H. 
Sharpe, R.N.; T. D. Slagle, M.D.; 
Vernon T. Spry; Brig. Gen. M. C. 
Stayer; Coralee I. Steele, R.N.; Harry 
Urban. 











Fresno, Calif., estimated at $2,- 
634,676. The expected bids for these 
projects would show definitely what 
revisions will be needed. 

Contracts let during late 1946 and 
early this year showed the trend. 
The Sioux Falls, $. Dak., hospital 
estimate was set at $2,715,735 but 
the final contract called for $3,- 
777,000. The Peekskill, N. Y., hos- 
pital, with a proposed budget of 
$8,164,294 is to cost $22,400,456. 
The contract for the latest project, 
the 150-bed general hospital at 
Grand Junction, Colo., was let at 
$3,406,000 as against the estimated 
cost of $1,527,073. 

The Appropriations Committee 
would have two alternatives. Either 
it must increase appropriations or 
it must cut deeply into the construc- 
tion plans. It could compromise 
only if it chose to postpone con- 
struction indefinitely. 


Prohibitive Costs 

High costs and scarcity of ma- 
terial have been given as reasons for 
the long delay in building a City- 
County Hospital at Winston-Salem, 
N. C. The original estimate of $3,- 
000,000 for a 400-bed hospital has 
been revised twice in an attempt to 
cut costs since plans were first an- 
nounced in February 1946. 

The latest figure sets approximate 
cost for the hospital at $6,234,168. 
The city has decided to wait sev- 
eral months to see if the trend in 
building costs will ease. 

The present City Hospital at 
Winston-Salem has a 393-bed ca- 
pacity. Dr. J. B. Whittington is su- 
perintendent. 


Geisinger Hospital Plans 

A proposed million dollar expan- 
sion program for the George F. 
Geisinger Memorial Hospital, Dan- 
ville, Pa., has been announced by 
F, J. Platt, chairman of the Geis- 
inger advisory board. 

Modeled in part after the Mayo 
Clinic at Rochester, Minn., the 
plan would provide a five-story di- 
agnostic clinic to house all out- 
patient and clinic services, and 
provide living quarters for residents 
and interns. 

The plan would also provide re- 
vamping of the main building to 
increase bed capacity and enlarge 
the nurses’ home and laundry. Bed 
capacity would eventually reach 
300. W. L. Wilson, Jr. is adminis- 
trator of the hospital. 
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IODINE 


Tv VT TY ae re ee eee 


Essential Ally of the Profession for 


Dueoventon . . . Diagnose ae ae Lhevrapy 


N addition to the many Iodine specialties, the following Iodine 
preparations, official in United States Pharmacopeia XIII and 
National Formulary VIII, are widely prescribed in everyday 


practice: 
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U.S. P. Xiil 


CALCIUM IODOBEHENATE 
CHINIOFON 
DILUTED HYDRIODIC ACID 
HYDRIODIC ACID SYRUP 
IODINE 
STRONG IODINE SOLUTION (LUGOL’S) 
IODINE TINCTURE 
IODIZED OIL 
IODOPHTHALEIN SODIUM 
IODOPYRACET INJECTION 
SODIUM IODIDE 
POTASSIUM IODIDE 
CHINIOFON TABLETS 


NEW Names for 1ODIN 


XIII (2%) 

° ¢ ture USP. . *ncture 
Todine pone sn USP. XII as mild Tinctu 
(Formerly © of Iodine) 


, RB. VIII (7%) 
strong Iodine Tincture Si * , Tincture 
(Formerly : 


official in 
0 
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N. F. Vill 


AMMONIUM IODIDE 
FERROUS IODIDE SYRUP 
IODINE AMPULS 
IODINE OINTMENT 
IODINE SOLUTION 
PHENOLATED IODINE SOLUTION 
STRONG IODINE TINCTURE 
IODOCHLOROHYDROXYQUINOLINE 
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Ninth International Congress of Nurses 


Nurses from all parts of the 
world met last month at Washing- 
ton, D. C., and Atlantic City, N. J. 
The events were the grand council 
meetings and the ninth congress of 
the International Council of 
Nurses. While there was consider- 
able enthusiasm but little signifi- 
cant official action at this first post- 
war meeting, definite plans were 
made to bring some of the major 
problems up for solution at the 
fiftieth anniversary congress at 
Stockholm, Sweden, in 1949. 

The meetings did show that the 
problems that have crept into the 
postwar United States nursing 
realm are not problems of this 
country alone. From all parts of the 
world it was reported that a nurse 
shortage exists; also that there is a 
shortage of good applicants for 
schools of nursing. Nurses all over 
the world were searching for 
greater security. 

Discussions: In reviewing reports 
from 23 countries on their activities 
for the past ten years, these were 
some of the problems and some of 
the recommendations of the nurses: 

NURSE EDUCATION is undergoing 
a revision in all countries with the 
principal concern to establish post- 
graduate courses and courses in 
public health. 

WHILE SEVERAL COUNTRIES re- 
ported a trend toward trade union- 
ism and others reported that it was 
established, the nurses as an inter- 
national group frowned on_ this 
development. ‘They did recommend 
that nurse organizations affiliate 
and cooperate with the social wel- 
fare schemes of each country. 

THE NURSES RECOMMENDED fur- 
ther consideration for: Old-age 
pensions and compensation plans, 
reduction of working hours, salary 
increases commensurate with living 
costs, greater health care for nurses, 
definition of the status of the non- 
professional worker and expansion 
of opportunities for professional 
development. 

More THOUGHT to legislation cov- 
ering licensure of practical nurses 
and graduate professional nurses 
was recommended for each country. 
They reported concern over the 
pressure from many sources to re- 
duce requirements and standards. 

Elections: The nurses named Ger- 
da Hojer of Swed n international 
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president. Miss Hojer is president 
of the Swedish Nurses’ Association. 
Other officers are: 


Mary I. Lambie, director of the 
division of nursing, New Zealand 
Health Department, first vice presi- 
dent; Katharine J. Densford, pres- 
ident of the American Nurses’ Asso- 
ciation and director of the Univer- 
sity of Minnesota School of Nurs- 
ing, second vice president; Grace 
M. Fairley, former director of 
nurses, Vancouver (B. C.) General 
Hospital, third vice president; G. 
E. Davies, London, former registrar 
of the general nursing council for 
England and Wales, treasurer. 


National Council Study 


For nine days in late April, 19 - 


young professional nurses got to- 
gether in New York under the spon- 
sorship of the National Nursing 
Council. ‘They took a quick look at 
the nurse education problem, de- 
fined terms and suggested points 
that Dr. Lucile Esther Brown will 
consider more carefully in her six- 
month, Carnegie-financed study of 
that problem for the council. 


They came up with some new 
approaches to an old problem by 
analyzing their own jobs. (Marjorie 
B. Davis, executive secretary of the 
council, said that these nurses— 
ages 22 to 38—were picked for this 
phase of the study because of their 
knowledge of the whole area of 
nursing services, because they are 
in daily touch with nursing serv- 
ices, and because they represent the 
nurses who will be living and work- 
ing in the period for which the 
study is planning. The nurses felt 


MISS HOJER, president 


that it is net good economy to pre- 
pare all nurses with the same basic 
curricula and outline of experience. 
They thought of this in terms of 
personnel and money. 

They examined the varied abil- 
ities of those now called registered 
nurses and found that demands, 
both present and future, for dif- 
ferent types of nursing service call 
for a relatively small number of 
professional women in nursing and 
for a greater number of nurses pre- 
pared at less expense and in a short- 
er period of time. 

They were thinking of profes- 
sional nurses not only in adminis- 
trative and teaching positions but 
also as nurses giving patient care. 
They suggested a redistribution of 
patient care duties. 

From Dr. Brown’s study they 
want an answer to the problem of 
what kind of an education a nurse 
should have in relation to nursing 
service — taking into account the 
problem of schooling versus ap- 
prenticeship. 


Practical Nurses’ Program 


The National Association for 
Practical Nurse Education is a 
young (age 6) organization. But 
at its annual conference in New 
York City last month it showed its 
stature with five mature resolutions. 

The first resolution urged steps 
to bring about a sound orientation 
program for management and em- 
ployees in institutions where grad- 
uate practical nurses are to serve. 
The second called for better syn- 
chronization of the practical nurse 
and her job. The third resolution 
recommended tests for identifying 
a superior practical nurse, while the 
fourth asked state education depart- 
ments to use more state vocational 
funds for setting up practical nurse 
schools. The fifth resolution sup- 
ported supplementary courses for 
practicing practical nurses. 

At the opening of the conference, 
Outgoing President Hilda M. Tor- 
rop, R.N., who was named the as- 
sociation’s first fulltime national 
executive secretary, announced a 
grant from the W. K. Kellogg 
Foundation to advance a three-year 
program to develop and improve 
practical nursing in Michigan. The 
grant had been requested jointly 
by the Practical Nurse Association, 
the Community Nursing Council of 
Michigan and the Michigan De- 
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THE HALL NEO BASSINET 


Modern Pediatric Standards recommend for each infant in the nursery 
an individual cubicle with complete equipment within a minimum of 30 
square feet floor space (270 cub. ft., nursery space). 


The Hall No. 1027 Bassinet is an all-inclusive unit specially designed for this plan. 
Closed, it occupies less than 4 square feet, the space of regulation bassinets; open, 





only slightly over 6 
square feet. This leaves 
about 24 feet cubicle 
floor space for doctor 
and nurse to attend baby's 
needs. 


While shelf is raised to 
self-locking position, cab- 
inet rolls out automatical- 
ly. Its upper tray pre- 
sents receptacles for items 
needed for baby's care. 
The lower three compart- 
ments for diapers, utensils, 
etc., are covered by a 
sliding door but are ac- - 
cessible with either "in" 
or “out'’ position. 


The basket, 28" x 14" and 
10" deep, can be tilted 
either way. Overail height 
from floor to top of bas- 
ket is 40". Dressing shalf 
28" x 12" has protective 


rail, it is 35" from floor, convenient for average nurse. The unit is self- 
locking; closed, it can be moved like an ordinary bassinet. 


For complete details please write us 


FRANK A. HALL & SONS 


OFFICES: 118-122 BAXTER STREET, NEW YORK 13, N. Y. 
SALESROOM: 200 MADISON AVENUE, NEW YORK 16, N. Y. 





There Are As Many As Five 
Herb-Mueller Units In Use In 


A Single Hospital 


Compar ¥ ! 


No Other Modern Anesthesia-Suction Unit 


Can Give You All These 


Every useful feature for effective 
and safe simultaneous ether-vapor 
anesthetization and suction is in- 
corporated in this de luxe unit— 
the improved Herb-Mueller. De- 
veloped for modern surgery by the 
originators of this type of equip- 
ment, the Herb-Mueller is partic- 
ularly efficient for tonsil work and 
all nose and throat operations, as 
well as sinus and bladder drainage, 
caesarean and other abdominal 
procedures. 

Simplicity—in both construction 
and operation—provides maximum 
efficiency with a minimum of at- 
tention. A minimum of moving 
parts eliminates breakdowns, de- 


A vailable Tow 


Herb-Mueller Advantages 


lays, costly repairs. Enclosed 
vapor-proof motor and pumps, 
protected by mercury non-arc 
switches, “float” on rubber mount- 
ings, are silent, vibrationless. They 
create a higher vacuum than any 
similar apparatus. An improved 
safety trap prevents fouling of 
pumps ... both quart and gallon 
suction bottles have quick change 
tops . .. A new Pyrex ether 
warmer speeds vaporization... 
saves ether . . . allows constant 
check of ether level . . . There’s 
an improved ether filter, too. Price 
of the Herb-Mueller is still mod- 
erate. Write today for complete 
details! 


V Mueller and Company 


Everything For The Hospital 


408 S. HONORE STREET 


CHICAGO 12, ILLINOIS 
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partment of Education. Miss Tor- 
rop will direct the program during 
its first year. 

The association’s new president 
is Ella M. Thompson, R.N., New 
York City. Secretary is Elisabeth C. 
Phillips, R.N., Rochester, N. Y. 


Increase of Graduates 


The increase of students gradu- 
ated from accredited schools of 
nursing in the last 10 years, is shown 
in a report from the Department of 
Studies, National League of Nurs- 
ing Education. The report was 
pubiished in the March issue of the 
American Journal of Nursing. 

Students graduated from accred- 
ited schools, and the percentage of 
increase from 1936 to 1946 accord- 
ing to the report follows: 
Percentage 

increase 
over previ- 
ous date 


Students 
Year Graduated 





1936 18,600 _ 
1938 20,700 11 
1940 23,600 14 
1942 25,600 8 
1944 28,300 11 
1946 36,200 28 


Of the class admitted in 1943, 68 
per cent were graduated in 1946 
and g2 per cent had withdrawn be- 
fore graduation. For the country 
as a whole the withdrawal rate was 
1 per cent higher in 1946 than in 
1945. This makes the 1946 rate the 
highest for any year of the past nine 
that records were kept. 


A Program for Wisconsin 


The Wisconsin State Nurses As- 
sociation has decided to try a pro- 
gram of voluntary employer co- 
operation in personnel policies be- 
fore resorting to collective bargain- 
ing. Taking their first step in an 
enlarged economic security pro- 
gram, the nurses passed a resolution 
on April 26 that set up committees 
to work out codes for distribution 
to all Wisconsin employers of 
nurses. 

In reaching their decision, the 
nurses resolved that “consideration 
of a program involving formal col- 
lective bargaining with employers 
be postponed until the effect of the 
program of voluntary cooperation 
is determined.” 

Industrial, private duty and in- 
stitutional nurses will develop sep- 
arate personnel codes. Each group 
is to have its own committee, and 
the codes they write will be sub- 
mitted to the directors of the asso- 
ciation for approval before presen- 
tation to employers. 
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Blue Cross Conference 


The problem of hospital costs 
and Blue Cross payment and sug- 
gested proposals for resolving these 
problems on an equitable basis was 
discussed at the Semi-Annual Con- 
ference of Blue Cross plans. The 
meeting, held April 21-23 at Mil- 
waukee, also considered the ques- 
tion of closer cooperation among 
hospitals, Blue Cross and medical- 
surgical plans, and studied reports 
on the interplan service-benefit bank 
proposal. 

District 9: Progress made by Dis- 
trict g (formerly the southwest 
group of plans) was discussed in 
some detail. A March conference of 
public relations from the district 
was reported as were meetings of 
the heads of the several depart- 
ments of plans in the district. The 
purpose of these meetings is to ex- 
change experiences and ideas and 
to integrate programs for better 
service to the area. 

Such departments as public rela- 
tions, enrollment, accounting and 
office management were included in 
the report. 

Service Benefit Bank: A recent 
study of the financial validity of 
an interplan service-benefit bank 
study was reported by Antone G. 
Singsen, assistant to the commis- 
sion director. Paul A. Webb, di- 
rector of Associated Hospital Serv- 
ice of Maine, who introduced the 
plan originally, also spoke. 

The bank’s function would be to 
serve as a Clearing house for the ex- 
change of service-benefit days be- 
tween approved Blue Cross plans in 
such a way that the advantages and 
burdens of making the program 
work would be equitably shared by 
participating plans. 


MR. JONES, director 


Purpose of the bank would be to 
make it possible for plans located in 
areas with comparatively low hos- 
pital costs to provide service bene- 
fits through other plans located in 
areas with higher hospital costs. 
The present reciprocity program 
requires the home plan to pay for 
care at the rates paid by the host 
plan to its member hospitals. The 
bank proposal would require that 
each plan pay for care of subscribers 
hospitalized outside its area at its 
own average payment rate. 

Plans studied covered an ade- 
quate cross section of the whole 
field with all districts but Canada 
represented. Experiences of 31 per 
cent of the plans having 42 per cent 
of the total enrollment on Jan- 
uary 1 was included in the study. 

The study indicates that the bank 
proposal is financially sound pro- 
vided that plans will pay as much 
for out-of-area cases as the average 
paid their member hospitals. 


Other Business: At a session on 
Blue Cross-medical plan relation- 
ships, Frank E. Smith, director of 
Associated Medical Care Plans, 
Chicago, predicted that physician- 
sponsored plans will be operating 
in every state by next January. He 
said that in less than five years, 56 
medical societies in 31 states have 
secured 5,125,000 members. 

Victor Canzano, general manager 
of the Textile Workers Union of 
America, C.I.O., Greater Provi- 
dence Joint Board, urged that plans 
further develop a uniform program 
of rates and benefits for inclusion 
in national bargaining agreements 
between management and_ labor. 
Mr. Canzano’s speech followed a 
report on the progress of the na- 
tional enrollment office during its 
two years’ existence. 

Richard M. Jones, who has been 
acting director of the Blue Cross 
Commission of the American Hos- 
pital Association, Chicago, since 
January 1, was named commission 
director at the conference. The ap- 
pointment became effective on 
April 21. 


Blue Cross Payments 1946 


Hospitals received a total of 
$141,354,949 from Blue Cross plans 
in 1946, it was reported by Richard 
M. Jones, director of the Blue Cross 
Commission. More than $135,000,- 
000 was received by hospitals in the 
United States. 
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—-NO DOUBT 
ABOUT ir! 


There’s no chance of a baby mix-up 
when DEKNATEL “Name-on” Beads 
are sealed on at birth. These attractive, 
sanitary identification beads carry the 
baby’s surname indestructibly. Not 
affected by washing or sterilizing, they 
stay on until cut off when the baby 
leaves the hospital. Used for a quarter 
century by leading hospitals through- 


out the country. 


DEKNATEL 


THE ORIGINAL “NAME-ON” BEADS 


Photo Courtesy Made in U.S.A. by 
Brooklyn Hospital J. A. DEKNATEL & SON 


Queens Village 8, (L.1.) N.Y. 








De Puy PORTABLE FRACTURE TABLE 
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Patent No. 2,232,952 


No. 190 


Patient may be placed in 
the prone or supine posi- 
tion. Simple and usable. 
Padded steel elevating 
head and shoulder rest. 
Pelvic seat. Removable 
perineal post. (See small 
photograph at left.) Will 
fit any examining table or 
carrying cart in the hos- 
pital. A handy appliance 
for the clinic or small hos- 
pital or the busy surgeon. 
Write for fracture 
Over 50 Years of Service to the Hospitals catalog. 


DePUY MANUFACTURING CO.,Warsaw, Ind. 
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Record Attendance 


More than 6,000 persons attend- 
ed the seventeenth annual Tri- 
State Hospital Assembly held at 
Chicago, May 5-7. ‘Thirty-one 
groups and 60 participating organ- 
izations and sections took part in 
the program. 

Three general meetings were 
held. ‘Themes were adjusting hos- 
pital service to medical progress, 
developing management tech- 
niques and controls, and the long 
view in hospital planning. The 
modern hospital was discussed at 
an evening forum. Among the 
special sections were a_ three-day 
trustee institute and two new sec- 
tions — inhalation therapists and 
students in hospital administration. 

Officers were elected by Illinois, 
Indiana and Michigan at business 
sessions held during the conven- 
tion. Wisconsin, also a Tri-State 
group, held its election in Febru- 
ary. New officers are: 

ILtinots: President, Victor S. 
Lindberg, executive director of Me- 
morial Hospital, Springfield; first 
vice president, Leo M. Lyons, direc- 
tor of St. Luke’s Hospital, Chicago; 
second vice’ president, the Rev. 
John W. Barrett, director of Catho- 
lic Hospitals, Archdiocese of Chi- 
cago; secretary-treasurer, Leslie 
Reid, superintendent of Presby- 
terian Hospital, Chicago. 

INDIANA: President, Sister An- 
drea, administrator of St. Vincent’s 
Hospital, Indianapolis; president- 
elect, Sister M. Vincentiana, super- 
intendent of St. Elizabeth’s Hospi- 
tal, Lafayette; vice president, Milo 


at Tri-State 


Anderson, superintendent of Meth- 
odist Hospital, Gary; treasurer, 
Frank G. Sheffler, administrator of 
Union Hospital, Terre Haute. 

MICHIGAN: President, Leonard 
Schomberg, business manager of 
Little Traverse Hospital, Petoskey; 
president-elect, Ronald Yaw, super- 
intendent of Blodgett Memorial 
Hospital, Grand Rapids; first vice 
president, Kenneth L. Babcock, 
M.D., director of Grace Hospital, 
Detroit; second vice president, Ben- 
nett McCarthy, director of James 
Decker Munson Hospital, Traverse 
City. 

Malcolm T. MacEachern, M.D., 
associate director of the American 
College of Surgeons, Chicago, is 
permanent chairman of the Tri- 
State assembly. Albert G. Hahn, ad- 
ministrator of Protestant Deacon- 
ess Hospital, Evansville, Ind., and 
executive secretary of the Indiana 
Hospital Association, is executive 
secretary. 


Mid-West Hospital Association 


Reports on legislation affecting 
hospitals in the states that are mem- 
bers of the Mid-West Hospital As- 
sociation were one of the features 
of the association’s annual meeting 
April 23-25 at Kansas City. 

The Arkansas legislative report 
included word on the passage of an 
enabling act and the introduction 
of a bill that would increase pay- 
ments for indigent care from $3 to 
$5 a day. Kansas reported success 
in amending the workmen’s com- 
pensation law by increasing cover- 


AT THE Mid-West Hospital Association meeting, held on April 23-25, at Kansas City were: 
(left) L. E. Emanuel, M.D., business manager of Cottage Hospital, Chickasha, Okla.; R. 
L. Loy Jr., administrator of Oklahoma City General Hospital; Francis J. Bath, business 
manager of Creighton Memorial St. Joseph's Hospital, Omaha, and immediate past-president 
of the association, and L. C. Austin of the St. Louis V.A. office and Mid-West president. 


age and raising the ceiling on bene- 
fit. Amendments on workmen’s 
compensation also were reported 
by Nebraska where a satisfactory 
agreement for a basis of payment 
has been reached. Care of crippled 
children has progressed in both 
Kansas and Oklahoma. 

L. C. Austin of St. Louis was in- 
stalled as president of the associa- 
tion. Officers elected were: Presi- 
dent-elect, Regina: H. Kaplan, ad- 
ministrator of Leo N. Levi Memo- 
rial Hospital, Hot Springs National 
Park, Ark.; first vice president, Har- 
old J. Hamilton, administrator of 
the Brewster Hospital, Holdrege, 
Neb.; second vice president, Harry 
C. Smith, superintendent of Wesley 
Hospital, Oklahoma City. 

Wyoming became a member of 
the Mid-West association during 
the past year, and was officially 
welcomed at the meeting. Other par- 
ticipating states are Arkansas, Colo- 
rado, Kansas, Missouri, Nebraska 


and Oklahoma. 


Western Hospitals 


Rev. Horace Turner, adminis- 
trator of Deaconess Hospital, Spo- 
kane, Wash., was installed as presi- 
dent of the Association of Western 
Hospitals at the annual meeting 
held May 12-15 at Seattle. Officers 
elected were: 

President-elect, A. A. Aita, ad- 
ministrator of San Antonio Com- 
munity Hospital, Upland, Calif.; 
first vice president, Guy Hanner, 
assistant superintendent of Good 
Samaritan Hospital, Phoenix, Ariz.; 
second vice president, Lillian M. 
McDonald, R.N., superintendent of 
Salem (Ore.) General Hospital; 
treasurer, G. Otis Whitecotton, 
M.D., medical director of Alameda 
County Institutions, Oakland, Calif. 


College of Pathologists 


The College of American Pathol- 
ogists, formed in December 1946 at 
a Chicago meeting, held its first re- 
gional scientific session April 7 at 
Indianapolis. More than 125 path- 
ologists attended. The program in- 
cluded presentation of scientific 
papers and informal talks about 
plans for development of the col- 
lege. 

Officers of the college are: Presi- 
dent, Frank W. Hartman, M.D., 
Henry Ford Hospital, Detroit; vice 
president, Granville A. Bennett, 
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Tray Truck 


Heavy gauge galvanized steel. Edges folded 
double and turned up. Tubular push handle, 
supported by heavy steel gussets. Four 


shelves finished in Chip-proof Aluminum 
Lacquer. Double ball bearing swivel casters 
with malleable iron forks, and 8” wheels. 
Length overall 6034”, width 2642”, height 
48”, shelf size 2342” x 511”, clearance be- 
tween shelves 10 inches. 


H F-25 Each 





Continuous rubber bumper and “donut” type 
handle bumpers, as illustrated, 
$17.50 extra. 
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M.D., University of Illinois, Chi- 
cago; secretary-treasurer, Tracy B. 
Mallory, M.D., Massachusetts Gen- 
eral Hospital, Boston. 

A temporary college office has 
been opened at 203 N. Wabash 
Avenue, Chicago 1, and M. G. West- 
moreland, M.D., appointed execu- 
tive secretary. 


Pennsylvania 


Three problems of hospital fi- 
nancing were discussed at the Hos- 
pital Association of Pennsylvania 
meeting at Pittsburgh, April 23-25. 
A legislative program suggested for 
statewide support included state 
aid for care of the indigent sick to 
cover full costs of hospitalization, 
an appropriation for outpatient 
care of the poor in state-aided hos- 
pitals, and passage of enabling 
legislation for state participation in 
federal construction grants. 

Concurrent meetings were held 
by the Pennsylvania Association of 
Nurse Anesthetists, the Pennsyl- 
vania Association of Medical Rec- 
ord Librarians and the Western 
Pennsylvania chapter of the Ameri- 
can Physiotherapy Association. 

M. J. Sepp, assistant superintend- 
ent of Western Pennsylvania Hos- 
pital, Pittsburgh, was elected associ- 
ation president. Other officers are: 
President-elect, Herman S. Meh- 
ring, business director of Pennsyl- 
vania Hospital, Department of 
Mental and Nervous Diseases, Phil- 
adelphia; first vice president, Harry 
W. Benjamin, administrator of Mt. 
Sinai Hospital, Philadelphia; sec- 
ond vice president, Sister Anna 


Marie, superintendent of St. Vin- 
cent’s Hospital, Erie; treasurer. 
Robert W. Gloman, superintendent 
of Wilkes-Barre General Hospital. 
John F. Worman, Harrisburg, is 
executive secretary of the associa- 
tion. 


California 


J. A. Katzive, M.D., director of 
Mt. Zion Hospital, San Francisco, 
was installed as president of the 
Association of California Hospitals 
on May 1. 

Newly elected officers are: Presi- 
dent-elect, Leroy R. Bruce, superin- 
tendent of Los Angeles General 
Hospital; first vice president, Mar- 
garet J. Wherry, superintendent of 
the Hospital of the Good Samari- 
tan, Los Angeles; second vice presi- 
dent, V. W. Olney, superintendent 
of St. Luke’s Hospital, San Francis- 
co; treasurer, Clifford W. Mack, 
M.D., superintendent of Livermore 
Sanitarium. Thomas F. Clark, San 
Francisco, is permanent executive 
secretary of the association. 


Greater New York 


Murray Sargent, director of the 
New York Hospital, was installed 
as president of the Greater New 
York Hospital Association at its 
annual meeting May 15. 

Other officers are: Louis Schenk- 
weiler, Jr., superintendent, of Wy- 
koff Heights Hospital of Brooklyn, 
first vice president; Rev. J. J. Curry, 
Catholic Charities of the Archdio- 
cese of New York, second vice presi- 
dent; Louis Miller, superintendent 
of Jewish Memorial Hospital, treas- 


ATTENDING the annual banquet held during the April 23-25 meeting of the Pennsylvania 
Hospital Association were: (left) Outgoing President Esther J. Tinsley, superintendent 
of Pittston Hospital; John F. Worman, executive secretary of the association; President- 
elect Herman S. Mehring, Pennsylvania Hospital, Philadelphia, and Association President 
Col. N. J. Sepp, assistant superintendent at Western Pennsylvania Hospital, Pittsburgh. 
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urer; F. Wilson Keller, superin- 
tendent of Hospital for Special 
Surgery, secretary. 


Oregon 


New officers were elected by the 
Oregon Association of Hospitals at 
a meeting held concurrently with 
the May 12-15 meeting of the Asso- 
ciation of Western Hospitals at 
Seattle. C. W. Reynolds, manager 
of Corvallis General Hospital, was 
installed as Oregon president. Other 
new Officers are: 

President-elect, Celia P. Bast, 
R.N., superintendent of Hahne- 
mann Hospital, Portland; vice pres- 
ident, Joseph Hicks, manager of 
Hillside Hospital, Klamath Falls; 
secretary-treasurer, W. A. Zimmer- 
man, assistant administrator of the 
University of Oregon Medical 
School Hospital and Clinics, Port- 
land. 


Pharmacy Officers 


New officers of the American So- 
ciety of Hospital Pharmacists, affili- 
ated with the American Pharma- 
ceutical Association, have been 
elected by mail ballot. They are: 

Chairman, John J. Zugich, New 
Haven, Conn.; vice chairman, Mar- 
garet S. Gary, Norfolk, Va.; secre- 
tary, Leo F. Godley, New York 
City; treasurer, Sister Etheldreda, 
New York City. 

At a meeting in Biloxi, Miss., 
Mrs. Anna D. Thiel, Jackson Mem- 
orial Hospital, Miami, assumed the 
presidency of the Southeastern Hos- 
pital Pharmacy Association. Presi- 
dent-elect is Mrs. Joyce Gaines, 
Georgia Baptist Hospital, Atlanta. 

Other officers: Vice president, Al- 
bert P. Lauve, Mercy Hospital, 
New Orleans; secretary-treasurer, 
Miss Alberta Evans, Florida Sani- 
tarium and Hospital, Orlando. 


lowa 


Paul R. Hanson, superintendent 
of Iowa Lutheran Hospital, Des 
Moines, was installed as president 
of the Iowa Hospital Association 
during the April 21-23 meeting at 
Des Moines. 

Officers elected were: President- 
elect, Harold A. Smith, Atlantic 
Hospital; first vice president, Ger- 
hard Hartman, administrator of 
the University of Iowa Hospitals, 
Iowa City; second vice president, 
Sister Mary Edmunda, superintend- 
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Gomco Portable Suction Pumps and 
Electric Aspirators fill an important 
need in polio cases where respiration 
is affected—assisting patients to re- 
move mucous and to promote comfort. 
Gomco Aspirators provide depend- 
able, controlled suction—quietly and 


economically. Immediate Shipment 
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ent of St. Joseph’s Mercy Hospital, 
Dubuque; secretary, Mrs. Rose 
Jacobs, superintendent of Skiff Me- 
morial Hospital, Newton; treasurer, 
Harold Wright, superintendent of 
Methodist Hospital, Sioux City. 


North Dakota 


All of the North Dakota Hospital 
Association officers for the year 
1946-1947 were re-elected to serve 
another year. The election took 
place at the association’s annual 
convention May 7-8 at Minot. 

Officers are: President, Julius C. 
Lund, superintendent of Trinity 
Hospital, Minot; president-elect, 
Father Anthony Peschel, Cassel- 
ton; vice president, Gina Hansen, 
superintendent of Jamestown Hos- 
pital; secretary, Mother M. Elma, 
superintendent of St. Joseph’s Hos- 
pital, Minot; treasurer, Martin 
Langehaug, superintendent of St. 
Luke’s Hospital, Fargo. 


A.M.A. Centennial 


More than 15,000 physicians from 
the United States and abroad are 
expected to attend the centennial 
convention of the American Med- 
ical Association. The meeting will 
be held June g-13 at Atlantic City. 

The first general scientific session 
is scheduled for June g and the 
opening general meeting for the 
evening of June 10. Scientific pro- 
grams of the special sections begin 
in the morning of June 11. 
Throughout the week the Woman’s 
Auxiliary, which now has more 
than 30,000 members, will hold 
regular meetings. 

Technical and scientific exhibits 
are expected to be the largest ever 
arranged for an A.M.A. annual 
meeting. 


A Rural Council 


Following recommendations ap- 
proved by the Missouri Hospital 
Association last November, the first 
of several rural hospital councils 
has been established. The South- 
west Missouri Hospital Council, 
which represents hospitals in nine 
counties, held its first meeting in 
March. The council is to meet 
quarterly, with the next session 
scheduled for June. 

Officers of the new council in- 
clude: President, Mrs. Josephine Y. 
Tisdell, superintendent of Freeman 
Hospital, Joplin; vice president, Dr. 
George Newman, medical director 
of Barry County Hospital, Cass- 
ville; secretary-treasurer, Dr. Mel- 
vin C. Bowman, medical director 
of Sale Memorial Hospital, Neosho. 
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A Master Plan 


In most parts of the United 
States, hospital planning progresses 
on a statewide basis. A few cities, 
because of their size, come up with 
special planning problems of their 
own. New York City is one of those 
areas. 

New York City now has its mas- 
ter plan, the result of 12 years of 
study by the Hospital Council of 
Greater New York. In releasing the 
plan, Dr. John B. Pastore, execu- 
tive director of the council, said 
that one important step must fol- 
low: It must be accepted for plan- 
ning on a voluntary basis because 
the council has no legal enforce- 
ment powers. Such powers, says Dr. 
Pastore, are neither necessary nor 
desirable. 

Population: Population and eco- 
nomics were two important con- 
siderations. In New York’s volun- 
tary hospitals, 60 per cent of the 
patients were in wards in 1935; 
only 30 per cent in recent years. 
This trend gave rise to the impres- 
sion that an “acute shortage” of 
general care beds exists. Actually, 
the council said, the total patient 
days of care given since 1942 has 
been less than that of the preceding 
five years. 

By 1950 the city’s population 
should reach 8,000,000. There were 
slightly less than 7,500,000 people 
in New York City in 1940. The 
council did not attempt to project 
its plan beyond 1950 in order to 
keep out of the realm of guesswork. 

The council feels that complete 
flexibility should be established be- 
tween ward and semiprivate ac- 
commodations. Physical facilities 
for both these groups may be iden- 
tical. 

Many non-residents still use New 





HOSPITAL MUSIC 


Recorded music, piped by special 
telephone wire, was introduced at 
Rochester (N. Y.) General Hospital 
recently. The hospital’s News Letter 
reports that this is the first hospital 
installation in the area. 

The recorded music, which origi- 
nates from a downtown studio, is 
played during meal hours in the 
cafeteria and at intervals during the 
morning, afternoon and evening in 
the main waiting room. 











York hospitals because of inade- 
quate facilities and_ professional 
personnel in their own communi- 
ties. As the outlying areas improve 
under similar planning, the job for 
New York will be lightened. 

Death Rate: The planning com- 
mittee, like the Hospital Care Com- 
mission, learned that although many 
socio-economic factors influence the 
need for hospital care, the death 
rate reflects the plane-of-living fac- 
tors that influence rate of hospital- 
ization among residents of a given 
area. 

For the past 10 years in New 


' York City, an average of 120 pa- 


tient days of general care was given 
for each death. At 80 per cent occu- 
pancy this would mean that for 
each death occuring during one 
year in any population group with- 
in the city, 150 patient days’ care 
should be planned. The council’s 
formula showed that 0.41 general 
care beds would be needed for each 
death. 

Projected Beds: If hospitals are 
rearranged and built in New York 
according to the master plan, this 
is the situation that one might ex- 
pect to see in 1950: 

There would be a total of 16.1 
beds per 1,000 population. These 
would be subdivided into 4.2 gen- 
eral care beds (varying from 3.5 
in the Bronx to 4.7 in Manhattan 
and with the 0.2 beds representing 
the accommodations for non-resi- 
dents); 1.0 beds for convalescent 
care; 2.0 for long term illnesses; 0.1 
for acute communicable diseases; 
0.8 for tuberculosis and 8.0 for psy- 
chiatric patients. 

General Hospitals: There would 
be 80 general care hospitals with 
33,600 beds as against a present 
32,071 beds in 145 hospitals. At 
least 36 of the present 145 hospitals, 
and perhaps an additional 16, 
would be replaced because they 
were fire hazards. Another 17 hos- 
pitals built before 1912 would be 
gone because they were obsolete; 
neither would there be any hospi- 
tals of less than 200 beds. 

General care hospitals would be 
of three types: Community, region- 
al and central. Community hospi- 
tals would serve smaller groups of 
population and would be the least 
complex units. Regional hospitals 
would offer more complex services 
for a larger population group. Cen- 
tral hospitals would be the large 
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and complex teaching centers for 
the largest population group. 
Patients would not be restricted, 
however, to the three types of gen- 
eral hospitals according to diag- 
nosis. Only two special cancer 
services would be needed. They 
would be coordinated with the gen- 
eral hospital. Likewise, many of the 
special hospital services (mental, 
tuberculosis, long-term and com- 


municable disease) would be incor- 
porated in whole or in part as units 
of general hospitals. 

Veterans Administration hospi- 
tals would be brought into the fold 
because, the council said, these 
facilities will provide services that 
heretofore have been. provided by 
existing hospitals. That agency will 
build at least two hospitals of 1,000 
beds each in New York City. Both 
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of these institutions will provide 
services that have been included in 
the ratios of the master plan. 

For the ambulant patient there 
would be an extension of home care 
and home nursing service. This 
would cut the cost of care and re- 
duce the hospital load. 


Kansas City Area Survey 


Facilities for the care of neuro- 
psychiatric, tubercular, contagious, 
long-term and pediatric patients, 
particularly in the private hospitals, 
are grossly deficient. This was re- 
vealed in a survey of hospital facil- 
ities of the Greater Kansas City 
area made by the Kansas City Area 
Hospital Council. 

The area consists of Platte, Clay, 
Jackson and Cass counties in Mis- 
souri, and Wyandotte and Johnson 
counties in Kansas. This area has a 
population of about 800,000. Need- 
ed at present, on the basis of 4.5 
general beds per 1,000 population, 
are 3,600 beds. Only 3,150 per- 
manent beds are available, and 400 
of these are in hospitals more than 
40 years old. 

On the basis of the study the area 
needs 450 more beds for general 
hospitals now and 400 more within 
the next 10 years. The deficiency is 
in the white private hospitals. If 
current development of the area 
continues, the report states, there 
will be a deficiency of about 1,000 
general beds in ten years. 

Hospital expansion plans already 
announced and _ those pending 
would increase general beds by 787. 
A veterans’ hospital for 500 general 
and 250 tuberculous patients is 
contemplated, but this would not 
affect private accommodations. 


Duke Hospital Fires 


By May 15 no trace had been 
found of the person who set eight 
fires at Duke Hospital, Durham, 
N. C., within a three-day period. 
Seven fires were lit April 23, with 
the first discovered at 2:30 A.M., 
and the last at 6:40. An attempt 
to set fire to the building was made 
again on April 26. 

Greatest damage in the first series 
of fires was in the x-ray storage 
room where about 10,000 irreplace- 
able records for the year 1945-1946 
were destroyed. One of the biggest 
problems, according to Harold C. 
Mickey, hospital superintendent, 
was to keep the smoke and excite- 
ment from patients. This was done 
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by closing all ward doors, opening 
windows and directing fans to get 
smoke out of the building. 

It is believed that the fires were 
started by someone familiar with 
the hospital layout. Firemen said 
they were “definitely the work of 
an arsonist.” 

In an effort to prevent further 
fires, only one entrance and exit to 
the hospital will be open after g 


p.M. and the building will be pa- 
trolled at all times. 


Polio Advisory Committee 
Relationships between the Na- 
tional Foundation for Infantile Pa- 
ralysis and general hospitals were 
discussed at the first meeting of the 
foundation’s new advisory Hospital 
Care Committee. Formulation of 
policies on the reimbursable cost 
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problem, admission of patients and 
the paying of patients’ bills were 
among the subjects considered by 
the committee at its April 17-18 
meeting at New York City. 

The increasing tendency of gen- 
eral hospitals to accept poliomye- 
litis patients was responsible for 
creation of the committee. Appoint- 
ments were made by Basil O’Con- 
nor, president of the foundation. 

Arthur C. Bachmeyer, M.D., di- 
rector of the University of Chicago 
Clinics, is committee chairman. 
Members are: The Rt. Rev. Msgr. 
John J. Bingham, director of Catho- 
lic Charities, New York City; Rob- 
ert H. Bishop Jr., M.D., director of 
University Hospitals, Cleveland; 
Robin C. Buerki, M.D.; director of 
the University of Pennsylvania Hos- 
pitals, Philadelphia; George Bug- 
bee, executive director of the Ameri- 
can Hospital Association, Chicago. 

Others are Dean Conley, execu- 
tive secretary of the American Col- 
lege of Hospital Administrators, 
Chicago; Albert W. Dent, president 
of Flint-Goodridge Hospital, New 
Orleans; Edwin L. Harmon, M.D., 
director of Grasslands Hospital, 
Valhalla, N. Y.; Basil C. MacLean, 
M.D., medical director of Strong 
Memorial Hospital, Rochester, N. 
Y.; Claude W. Munger, M.D., di- 
rector of St. Luke’s Hospital, New 
York City. 

Charles G. Roswell, United Hos- 
pital Fund of New York City; 
Donald C. Smelzer, M.D., medical 
director of Germantown Hospital 
and Dispensary, Philadelphia; A. 
L. Van Horn, M.D., chief of the 
Crippled Children’s Division, Chil- 
dren’s Bureau, Washington, D. C.; 
Frank J. Walter, superintendent of 
Good Samaritan Hospital, Portland, 
Ore: 


General Practice Resolution 


An American Medical Associa- 
tion resolution recommending es- 
tablishment of general practice sec- 
tions in hospitals has been dis- 
tributed to every hospital in the 
country. Copies also have been sent 
to the American Hospital Associa- 
tion, Protestant Hospital Associa- 
tion, Catholic Hospital Association, 
American College of Surgeons and 
American College of Physicians. 

The resolution, approved by the 
A.M.A.’s house of delegates in De- 
cember 1946, states in part that “ap- 
pointment to a general practice sec- 
tion shall be made by the hospital 
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authorities on the merits and train- 
ing of the physician . . . the criterion 
of whether a physician may be a 
member of a hospital staff should 
not be dependent on certification 
by the various specialty boards or 
membership in special societies.” 


Vaccinations 

For hospitals’ participation in 
New York City’s smallpox vaccina- 
tion drive during April and early 
May, Hospital Commissioner Dr. 


cials recently, they made _ several 
proposals for improving rehabilita- 
tion services for the disabled. 
Among other things they endorsed 
an OVR recommendation that all 
hospitals appoint vocational reha- 
bilitation committees. Such a com- 
mittee would aid in selecting pa- 
tients who would benefit by the 
special services and then participate 
with other groups and agencies in 
providing those services. 

Other important action included 


appointment of a subcommittee on 
purchase of hospital care. Dr. E. M. 
Bluestone, director of Montefiore 
Hospital, New York City, will be 
chairman. This group will advise 
the agency on problems that come 
up in developing payment proce- 
dures. 

It was also brought out at the 
conference that the agency wants 
more doctors and hospitals actively 
participating in the rehabilitation 
program. 





Edward M. Bernecker was grateful. 
A total of 6,350,000 persons had 
been vaccinated in a single month. 
For many the job had been done in 
hospitals. More had gone to munic- 
ipal health clinics, police stations, 
private physicians’ offices and tem- 
porary stations. 

The commissioner’s letter of ap- 
preciation was sent to municipal, 
voluntary and proprietary hospi- 
tals. It said: 

“May I, on behalf of His Honor, 
Mayor O'Dwyer, and the Depart- 
ment of Hospitals, express deep ap- 
preciation for your splendid coop- 
eration in the mass vaccination of 
the people of this city during the 
recent outbreak of smallpox. Your 
ready response in this effort was 
a significant contribution in safe- 
guarding the health of our city. 

“Please extend our sincere thanks 
to your medical and nursing staffs 
and to all personnel who helped in 
this work.” 
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There were 6,959 additions to the 
medical profession in the United 
States in 1946 according to a report 
in the May 17 issue of the Journal 
of the American Medical Associa- 
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tion. Since the number removed 


by death or temporary location out- 
side the country was 3,358, the 
physician population increased by 
3,601 persons. The Journal credits 
the increase to graduation of one 
extra class under the accelerated 
program in medical schools and the 
slight increase in medical school 
enrollment. 

Comparison with 1945 figures 
shows an increase in all states ex- 
cept Arkansas, Indiana and Tennes- 
see. The greatest number of li- 
censes — 2,045 — were issued in 
California. 
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Inter-American Fellowship Program 


In an effort to stimulate progress 
and exchange knowledge in western 
hemisphere hospital _ administra- 
tion, an Inter-American fellowship 
program is being developed. 

Plans are still tentative, but they 
would provide a one-year course in 
hospital administration and an in- 


ternship of approximately a year 
for a limited number of qualified 
western hemisphere applicants. 
The program is to be developed 
by the American Hospital Associa- 
tion in conjunction with the W. K. 
Kellogg Foundation, the United 
States Department of State, the In- 
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stitute of International Education, 
educational centers and _ hospitals. 

The Association has set up a 
Committee on Inter-American Fel- 
lowships in Hospital Administra- 
tion. Dr. Dallas G. Sutton, Rear 
Admiral (Rt.), U.S.N., of the Wash- 
ington Service Bureau, is secretary. 
Other committee members are Dr. 
Donald C. Smelzer and Dr. Vane 
M. Hoge. This committee will plan 
and carry out the training program 
and will prepare a brochure an- 
nouncing the program and giving 
details to candidates. 








F. T. MUNCIE & COMPANY 
ROOM 528, 333 N. MICHIGAN AVE. 
TELEPHONE FRANKLIN 7100 


CHICAGO 


CERTIFIED PUBLIC- ACCOUNTANTS 
AND AUDITORS 


Consultants to hospitals of- 
fering the benefit of sixteen 
years’ experience. Special- 
ists in the designing and in- 
stallation of comprehensive 
and approved accounting 
procedures; auditing with 
an intimate understanding 
of hospital’s specialized 
problems; simplified cost 
determination; workable 
budgetary control methods. 


Frederick T. Muncie, C.P.A., formerly the 
comptroller of St. Luke's Hospital, Chi- 
cago, author and lecturer on hospital 
accounting. 














UNUSUAL OPPORTUNITY 
COMPLETE SANATORIUM 


For unions, fraternal, clinics, resorts, etc. or- 
ganizations; Woodman of America, Colorado 
Springs, Colorado; America’s finest sanatorium 
complete and equipped in every detail; perfect 
condition; accommodate 500 or more guests; 
1400 acres; 230,000 sq. ft. building space; re- 
production value including inventories approxi- 
mately $4,000,000.00 offered at fraction; terms 
25 years; 4%. E. A. Mabes & Co., Exclusive 
Agents, Commerce Bldg., Kansas City, Mo. 











HOSPITAL PACKAGE—ARZOL 


Silver Nitrate Applicators 
Silver Nitrate 75% 
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Besides preparing hospital ad- 
ministrators for their profession, 
the program is intended to increase 
Inter-American understanding and 
stimulate cultural exchange among 
the American republics. 

Applications for fellowships will 
go, in this order, to the Central 
Selection Committee in the appli- 
cant’s home country, the Institute 
of International Education, the 
Committee on Inter-American Fel- 
lowships in Hospital Administra- 
tion and the Kellogg Foundation. 

The Department of State will, 
within the limits of its appropria- 
tions, assign a travel grant to the 
successful applicant. 

During the fellow’s stay in the 
United States (limited to two years) 
the Kellogg Foundation will pay 
him a monthly subsistence allow- 
ance and travel expenses. Travel 
between the fellow’s home and the 
United States will be paid for by 
the State Department. 

While a basic knowledge of Eng- 
lish is required, the fellow will take 
a refresher course at the University 
of Michigan before beginning his 
one-year course in hospital admin- 
istration at another school. 


Following the regular course of 
nine months to be taken in the col- 
lege offering the course, the fellow 
will complete an internship of 12 
months in one of the modern gen- 
eral hospitals of the United States. 


Fellows must leave the country 
after their training is completed. 
The fellowship will not afford an 
opportunity to train in the clinical 
branches of medicine. 


A.C.H.A. Institute 


The third New England Institute 
for hospital administrators and as- 
sistant administrators will be held 
June 19-28 at Brown University, 
Providence, R. I. It will be directed 
by the American College of Hos- 
pital Administrators in cooperation 
with Brown University. 

The institute will serve as a re- 
fresher and as a presentation of the 
hospital of the future. Review ma- 
terial will consist of administration 
and management, the business side 
of hospital management, tools of 
personnel management and med- 
ical staff. 


A fee of $85 covers all costs, in- 
cluding tuition, room, board, field 





trip transportation and social activ- 
ities. A payment of $25 should ac- 
company each application. Appli- 
cations should be mailed to the 
American College of Hospital Ad- 
ministrators, 22 E. Division Street, 
Chicago 10. 


Trustee-Administrator Institute 


Almost all of the hospitals in 
northern New Jersey were repre- 
sented at a Trustee-Administrator 
Institute conducted by the New 
Jersey Hospital Association. The 
institute, held at Beth Israel Hos- 
pital, Newark, on April go, was at- 
tended by 225 trustees and admini- 
strators from 49 hospitals. 


The program was built around 
the central theme of operation of 
the hospital of tomorrow. Among 
the speakers were Claude W. Mun- 
ger, M.D., director of St. Luke’s 
Hospital, New York City; E. M. 
Bluestone, M.D., director of Monte- 
fiore Hospital, New York City; John 
Gorrell, M.D., associate professor in 
hospital administration at Co- 
lumbia University, and J. Harold 
Johnson, executive director of the 
New Jersey association. 
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Mistmaster Sprayer 
Shoots Insecticides 
up to Forty Feet 


FOR space or residual spraying 
—for destroying insects, germs, 
vermin—use the power spraying 
of MISTMASTER for shooting 
insecticides, or DDT, into all 
areas—with fast, effective cov- 
erage. 


MISTMASTER is made in 
two types: The Fan Type. Pow- 
ered by a powerful motor, 3/5 
to 1 h.p., it improves the ap- 
plication of insecticides. The 
Compressor type: Atomizes 
spray, fine or coarse, as re- 
quired. 


Request Complete Details 


SPRAYER CORP. 
of AMERICA 


2130 Dewey St. 
EVANSTON, ILL. 























22 Cottage Park Avenue 








J. H. EMERSON COMPANY 


Representatives in Principal Cities 


EMERSON 
RESUSCITATOR 


latest model 


The EMERSON RESUSCITATOR, 
Aspirator and Inhalator—For ll 
temporary respiratory failure in 
obstetrics, surgery and emergency; 
also 


The EMERSON RESPIRATOR— 
For all long-term respiratory fail- 
ure, as in polio, brain or spine in- 
jury, etc., and 


The EMERSON HOT PACK AP- 
PARATUS — Heats, moistens and - 
wrings out packs in 2 to 3 minutes! 


Write for literature or a demon- 
stration. 


Cambridge, Mass 
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... the fragrance of flowers... 
brances of friends ... a soft gentle tissue like a 
Debs HANKEE. Made from the finest all white 
Cellulose by a special process, HANKEES are 
soft and absorbent, yet possess extra strength. 
Their distinctive dispenser box releases just one 
double tissue at a time for greater convenience 
and economy. Next time try Debs HANKEES—a 
quality product you, too, will appreciate. 





205 W. MONROE 
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Cw systems for blood and plasma * 


transfusions, today so widely accepted, were 


i Manufactured by 
introduced by Baxter. 


BAXTER LABORATORIES 
Transfuso-Vacs, Plasma-Vacs, Centri-Vacs __ Glenview, Illinois . Acton, Ontario 


and accessories reduce contamination risk and Produced and distributed in the. eleven Western 
states by DON BAXTER, Inc., Glendale, California 
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make for safer, simpler transfusion techniques. 
No other method is used in so many hospitals. * 


Muctiadng 2s 
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AMERICAN HOSPITAL SUPPLY CORPORATION 


DISTRIBUTORS EAST OF THE ROCKIES @ EVANSTON © NEW YORK e@ ATLANTA 





or the mosi 
discerning 


What words can’t do, the camera 
almost does... but only taste will tell 
you how meltingly delicious and succu- 
lent green beans can be...when they 
are packed the Sexton way. Like all 
Sexton vegetables they are expertly 
selected from the finest varieties, and 
packed with full vitamin content for 


the most discerning taste. 


JOHN SEXTON & CO. 1947 
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